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Diaphragmatic Hernia and Eventration 
in Infaney* 


WiiuiaM C., Cantey, M. D., F. A. C. S. 
AND 
Greracp W. Scurry, M. D. 
Columbia, S. C. 


It appears to the authors that the case to be reported 
is probably one of the rarest types of diaphragmatic 
hernias encountered and it is presented for that reason. 
Since Harrington2° in a.report of 430 cases operated 
upon up to 1948 has never encountered a diaphrag- 
matic hernia with a sac through the pleuroperitoneal 
Bochdalek ), may be 
unique. This opinion is shared by Strode36 who just 


hiatus (foramen of our case 


reported a similar case. 


Case Report 


C. A. B., a colored female, age 13 months, was ad- 
initted to the Columbia Hospital (32924) on February 
24, 1952 on the service of one of us (G. W. S.). This 
child had been seen in the office first on January 30, 
1952 with a chief complaint of vomiting and the 
mother stated that the baby had had repeated episodes 
of vomiting since birth. The attacks were of two to 
four-day duration, and usually occurred at the end of 
each month. The vomiting was apparently not pro- 
jectile, had no relation to food and no blood or mucous 
had been noted. There was no apparent pain involve- 
ment and no history of injury. The child had been 
seen many times by various doctors and had been 
tried on numerous formulas and medicines, the latest 
formula being one of goat’s milk. The mother further 
stated that the child had continued to gain weight and 
seemed perfectly well between episodes of vomiting. 
No x-rays had been taken. 

The systemic review and family history were non- 
contributory. The past history revealed the child to 
have been delivered normally at full term with a birth 
weight of five pounds and seven ounces. Cod liver oil 
was begun at the age of one month and had been con- 
tinued. The diet consisted of the various formulas and 
the usual supplement of cereals, vegetables and meats. 
The child had 


occasional cold. 


had no other illnesses except an 


Physical examination revealed a 22 pound colored 
female, apparently well and with normal physical and 


*Presented at the meeting of the South Carolina Chapter of 
the American College of Surgeons, Octoher 13, 1952. Colum 
bia, S. C. 








FIGURE I 


Thirteen month old girl with “upside down” stomach 
in a sac herniated through the Foramen of Bochdalek. 
Note position of heart shadow to the right of the mid- 
line. 


mental development. Further examinations were 
essentially negative except for the chest. The breath 
sounds over the left lower chest were distant and the 
heart sounds were shifted to the right but these find- 
ings did not suggest to us the true pathological picture. 
Because of the prolonged history of vomiting without 


any appreciable relief from the simpler medicaments 
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hospitalization was advised for further studies. 

The laboratory findings showed a R. B. C. of 3.7 
million; hemoglobin of 60%; W. B. C. of 6,400 with 
62% polymorphonuclears, and 38% lymphocytes. The 
coagulation and bleeding times were normal. The 
urine was entirely negative. 

With the thought that there was some type of ob- 
struction in the pyloric area, an upper gastrointestinal 
series with weak barium was done and the diganosis 
made at once. After this, of course, the physical find- 
ings became typical. Further x-rays were done with 
a Levine Tube in place and the patient then prepared 
for operation. Fig. I & IL. 





FIGURE II ; 
Lateral view. Arrows point to height of sac posteriorly 
and the normal diaphragm anteriorly. 


Operation 


Under endotracheal cyclo-propane anesthesia with 
a Foregger to-and-fro infant cannister, and a_poly- 
ethelene cannular in the left internal malleolar vein, 
the abdomen was opened through a left paramedian 
epigastric incision extending from the costal border 
down to the umbilicus. On opening the peritoneal 
cavity, a hernia in the left diaphragm through the 
posterior leaf and about six centimeters in diameter 
was found. The terminal esophagus was _ intra-ab- 
dominal and the entire stomach (lying upside down ) 
was in the hernial sac. The defect was near, but 
posterior and lateral to the esophageal hiatus with 
muscle between the two openings. Being so near the 
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hiatus it was considered to be the area of the pleuro- 
peritoneal hiatus, or Foramen of Bochdalek. The sac 
was complete, very thin and translucent in its center 
portion. The entire anterior leaf of the diaphragm was 
normal. The left lobe of the liver was mobilized by 
severing the suspensory ligament to the diaphragm 
and the esophageal and defective area completely ex- 
posed. Because of the negative intrathoracic pressure 
the stomach could not be pulled down from the hernial 
sac. The upper end of the incision was then carried 
laterally and the left chest cavity opened by cutting 
the costal cage about four centimeters from the mid- 
sternal line. Reduction of the negative pressure by 
needle or catheter through the diaphragm was con- 
sidered but not done and a suitable place in the sac 
for opening was not found. After the chest cavity had 
been opened and the negative pressure reduced, a 
finger was casily inserted into the chest and_ the 
hernial sac, reducing the sac contents and inverting it 
into the abodmen. The sac contained the entire 
stomach (with the greater curvature uppermost and 
pylorus to the left), part of the transverse colon, and 
the spleen. There were no adhesions in the entire area 
and the phrenic nerve was not crushed. With the in- 
verted sac collapsed, the defect was repaired by 


utilizing as much of the sac as possible and approxi- 





FIGURE III 


Postoperative A. P. view. Note normal position of 
heart shadow and level of left leaf of the diaphragm 
in comparison with Fig. I. 
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mating the rims of the opening, with interrupted 
linen sutures. Because of the presence of muscle on 
the posteriolateral side of the diaphragm, and by 
plicating the sac itself, a good firm diaphragmatic 
closure was obtained. After the diaphragmatic defect 
had been repaired, the chest cavity was aspirated of 
air and was closed without drainage. The presence 
of a Levine tube in the esophague and stomach help 
considerably in determining the exact location and 
the size of the esophageal hiatus. There being no 
further evidences of congenital abnormality in the 
abdominal cavity the wall was closed in layers with- 
out drainage. It was possible to approximate the rectus 
muscle and fascia without tension. 

The patient made an entirely uneventful post- 
operative convalescence and was discharged from the 
hospital on the 14th. postoperative day. She has been 
seen in the office several times since operation and is 
apparently asymptomatic with the left diaphragm 
moving normally. Fig. III & IV. 


Classification & Embryology 


“Diaphragmatic hernia is any condition in which 
there is protrusion of the abdominal contents into the 
thoracic cavity through an abnormal opening in the 
diaphragm. All true hernias have a sac as one of their 
component parts so that many conditions commonly 
included under this term but which do not have 
hernial sacs would properly be termed ‘eviscerations’ 
or “false hernias’” ( Harrington ).17 

These abnormal openings are caused by congenital 
defects in the structure of the diaphragm, trauma, or 
inflammatory necrosis. Most congenital defects are 
attributable to embryonic deficiencies and usually do 
not have a sac. Traumatic hernias do not have a sac 
and are therefore termed false. Watson3° believes 
that almost all hernias in adults are traumatic and not 
congenital, even though there is no history of injury. 
Only about ten per cent of diaphragmatic hernias 
occur under 35 years of age and congenital diaphrag- 
matic hernias are eight times more frequent on the 
left side. 

Eventration of the diaphragm is considered as an 
entity in this paper and will be discussed later. 

The commonest locations of congenital hernias in 
their order of frequencies are: 20 

1. Pleuroperitoneal hiatus (Foramen of Bochdalek ). 

2. Postero-lateral area of Congenital Absence of 

diaphragm. 

3. Esophageal hiatus (development defect of 

crura ). 

(a) Through the hiatus due to a short esophagus. 

(b) Through or beside the hiatus due to a de- 
ficiency of the circular muscle (para-hiatal ). 

4. Anterior substernal openings (Foramen of 

Morgagni or Spaces of Larrey). 

The embryological development of the diaphragm 
may be described in phases.21 The Celomic space is 
a continuous one until it is divided into pericardial, 
pleural, and peritoneal cavities by the growth of the 
organs. The septum transversum forms across the 





THe JouRNAL OF THE SOuTH CAROLINA MEDICAL ASSOCIATION 87 








FIGURE IV 


Postoperative lateral view. Note normal level of 
diaphragm in comparison with Fig. II. 


anterior half of the cavity as the anterior leaf of the 
diaphragm and therein divides the pleural and peri- 
toneal cavities anteriorly, leaving the pleuroperitoneal 
canal posteriorly. The pleuroperitoneal canal or hiatus 
is a congenitally complete opening between the pleural 
and the peritoneal cavities, due to a lack of fusion of 
the septum transversum and pleuroperitoneal mem- 
brane, and there is seldom a membrane over this 
area. The canal is then obliterated by pleural and 
peritoneal membranes and the diaphragm is invaded 
by the muscle fibers to replace the membranes. Weak- 
nesses may occur at any point in the diaphragm and 
especially dorsally where the muscle development is 
least formed. 


Harrington2° states that “When there is incomplete 
muscular formation of the diaphragm in this region 
of fusion of the pleuroperitoneal membrane and septum 
transversum but complete covering of the space with 
pleural and peritoneal membranes which complete the 
separation of the abdominal from the pleural cavities, 
this space of muscular deficiency of the diaphragm is 
called the ‘Foramen of Bochdalek’. Hernias occurring 
through this partially defective region of the com- 
pleted diaphragm would have a hernial sac of peri- 
toneum and pleura. “However, he has not encountered 
a diaphragmatic hernia in this region which had a 
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CONGENITAL STRUCTUAL DEFECTS 





1 ESOPHAGEAL HIATUS 
2 PLEUROPERITONEAL HIATUS 





1. FORAMEN OF MORGAGNI (SPACE OF LARREY) 
2 CONGENITAL ABSENCE 








FIGURE V 
Showing congenital defects in diaphragm. Case reported is classified as occurring through the pleuroperitoneal 
hiatus (Foramen of Bochdalek) and there was a sac over the abdominal viscera. 


hernial sac.” Of the 430 
hernias which he reported in 1948, nine were through 


cases of diaphragmatic 
this pleuroperitoneal hiatus or the Foramen of Boch- 
Our first such case, as 
Strode36 also 
quotes the above paragraph from Dr. Harrington's 
then that Dr. 
Harrington in all of his experience has not seen a sac 


dalek and yet none had a Sac, 
reported, had a complete hernial sac 
paper and says, “It seems strange 
in a hernia in such a location while the first one that 


I was called to operate upon did have such a sac. 


The pleuroperitoneal hiatal defect was described by 
Bochdalek in 1848. It can occur on either side but is 
about four times more common on the left. Because 
there is usually no sac over this opening, some34 con- 
sider that it is not actually a hernia, strictly speaking. 


for the viscera are uncovered in the chest. 


of the 
lateral portion of the diaphragm, the defect usually 


When there is a congenital absence postero- 
goes from about the eighth rib posteriorly to the 
esophageal hiatus medially. Actually this is an enlarge- 
ment of the defect seen in the pleuroperitoneal hiatus 
There 


ever, a sac fouund over this defect. Harrington makes 


and contains much more viscera is seldom, if 
a point of differentiating the pleuroperitoneal hiatus 
and this area of cong nital absence of the postero- 
lateral portion of the diaphragm but most authors 


seem to consider these areas as the same. 


Esophageal hiatal hernias are of two distinct types 
and are most common in the older age group. Some of 
both types do occur in infants and may be symtomatic 
enough to warrant operation or entire ly asymptomatic 
until later life. The short esophagus or sliding type of 
cardiac 


hernia is one where the end of the stomach is 








pushed through the relaxed hiatus and then the re- 
mainder of the stomach up to the fundus follows.34 
As the 


istinum the esophagus relaxes, retracts and appears to 


stomach goes higher in the posterior medi- 
be short although it will stretch on being freed up. If 
the esophagus is actually congenitally short and the 
stomach is intrathoracic, there is no sac and no hernia. 
Most hiatal hernias are acquired, and are probably 
due to an inherent congenital weakness. This is actually 
a type of sliding hernia and the stomach is usually the 
more than one-half 


only organ in the sac (and rarely 


of it at that). 


where the esophagus is of normal length and the fun- 


parahiatal or para-esophageal hernia exists 
dus rises parallel to the esophagus and cardia.34 
The cardia is stationary and acts as a fulcrum below 
the diaphragm and the body of the stomach follows 
the fundus. As_ the 


rotates and lies with the greater curvature uppermost 


hernia enlarges, the stomach 
at the top of the sac giving rise to the name “upside 
down stomach.” This is not a sliding hernia for the 
stomach is free in the sac. A narrow portion of muscle 
exists between the hernia and the hiatus. Technically 
this is not a hiatus hernia and should be called “para- 


hiatal.” 


Failure of fusion of the 


diaphragm is noted in 
another area, that is the parasternal, or the foramen 
or sinus of Morgagni, or the spaces of Larrey. These 
spaces are just beneath the costosternum on either side 
where the superior deep epigastric vessels pass through. 
Hernias through these defects usually have a definite 


sac. Figure \ 
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Symptoms & Diagnosis 


The symptoms of diaphragmatic hernias in infants 
are those related to the respiratory, gastro-intestinal 
and cardiac systems. Respiratory embarassment, dys- 
pnea, coughing, wheezing, cyanosis and chest pain 
are the result of the collapsed lung on the affected 
side and dependent on the degree and type of the de- 
fect in the diaphragm. The bowel symptoms of pain 
vomiting, 
diarrhea are 


(on swallowing) or cramps, nausea, 


dyspepsia, anorexia, constipation and 
probably caused by some degree of obstruction and 
they vary considerably. The cardiac symptoms of pal- 
patation, cyanosis and tachycardia may be due to the 
pressure on the heart and mediastinal structures from 
the intra-thoracic viscera and_ interference with 
respiration on the contralateral side. Two of the com- 
monest signs in infants are cyanosis and vomiting. 
Obviously the symptoms will vary with the type, size, 
location and duration of the hernias. There is no ap- 
parent explanation why adults who have had a 
diaphragmatic hernia or eventration for many years 


may have no symptoms at all. 


In the diagnosis there is some difference of opinion 
in the relation of diaphragmatic hernia to eventration 
of the diaphragm. Ladd and Gross31! consider an 
eventration as one type of diaphragmatic hernia but 
most other authorities consider them separately as we 
have in this instance. Ravitch39 feels that eventration 
can involve a portion of a leaf of the diaphragm and 
the smaller the defect the nearer the resemblance to 
congenital hernia. 

EVENTRATION is an abnormally high or elevated 
position of one leaf of the intact diaphragm as the 
result of paralysis, aplasia, or atrophy of varying de- 
gree of muscle fibers. It’s unbroken continuity differ- 
One 


apply eventration to a condition with paralysis of the 


entiates it from diaphragmatic hernia. might 
phrenic nerve from various causes. Most people believe 
it is due to phrenic injury at birth, although it may 
be some form of malformation for usually there arc 
children. Also the 


diaphragm usually moves normally and if paralyzed 


other malformations in these 
it would be paradoxical. The phrenic has been de- 
scribed as being smaller on the affected side of an 
eventration but there is no evidence of degeneration 
of the nerve or nuclei. Petit is credited with the first 
description of eventration of the diaphragm in 1774. 
Recently, Reed & Barton26 reported 183 cases mostly 
in adults. Kinser & Cook28 found 35 cases of con- 
genital idiopathic eventration in x-rays of 412,149 in- 
ductees, all being practically asymptomatic. Cutler & 
Cooper,27 in explaining eventration on an embryo- 
logical basis, thought that the preponderance of the 
involvement of the left leaf of the diaphragm was re- 
lated to the protection of the right leaf by the liver. 
The vascular concentrations on the right contributed 
to the strengthening and blocking of the pleuro- 
peritoneal canal on the right while the atrophy of 
the common cardinal vein on the left might contribute 
to the weakening of the left leaf. Sweet34 feels that 
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operation on an eventration is seldom indicated and 
if so, simple plication of the diaphragm with altera- 
tion in its position is all that is necessary. He says the 
diaphragm will not function normally again as it has 
in our case. Sweet also speaks of localized small areas 
often found in- 


of eventration without 


cidentally at operation and mistaken for a hernia. In 


symptoms, 


eventration there may be an increased respiratory ex- 
cursion of the ribs on the affected side because of the 
absence of the inhibitory effect of the diaphragmatic 
excursion. This is known as Hoover's or Korn’s sign 
and is said to be constant.23 Bisgard24 collected 17 
cases up to 1946, including his, in infants and feels 
this is probably an inaccurate conception of the in- 
cidence. His case appears to be the first surgical case 
in infants and the first operative intervention at the 
age of six-weeks. He operated through a transthoracic 
approach and plicated the diaphragm. Rosenfeld23 
seems to have the only case of the kind where the 
stomach was inverted and the antrum and duodenum 
were to the left of the fundus (our case was the same 
except the duodenum was not in the sac). State25 
apparently did the second case of eventration in in- 
fants in 1949, and Brutsch and Leahey36 did the 
third in 1950. This latter case was on the left and the 
first two reported were on the right. Shellito35 re- 
ported the fifth case, operated upon through a thoraco- 
Kinder10 
child with eventration of the entire left leaf. He did 


abdominal incision. had a two year old 
a high gastro-jejunostomy with excellent results. The 
patient was in such poor condition, he did not feel 
she could have survived a definitive procedure. She 
improved rapidly and now is normal physically and 
is active as any of her age. The stomach is still in the 
left chest and the heart pushed to the right. He is 
considering repairing her at a later date if she de- 
velops any symptoms warranting it. 

There are three definite signs, according to Griffin,1 
differentiating hernia from eventration. They are: 

(1) Destruction of — the 


diaphragmatic line. 


normal dome of — the 


(2) The appearance of lung tissue through the gas 
bubble in the chest, and 
(3) Demonstration of the colon above the bow line 


of the diaphragm. 
Keith2 has presented a table for differential diag- 
nosis of these conditions. 
Eventration Hernia 
1. High dia- 1. 
phragm with no loss of 


dome _ of High diaphragm with 


loss of contour, a por- 


contour. tion being regular and 


) 


2. No gas shadows above a portion being blur- 


the liver shadow. red. 


3. More likely to be con- 2. Gas or barium shadow 
genital. seen above liver 
4. Paradoxical movement shadow. 
of the diaphragm. 3. Gastric deformity. 
4. Obstruction. 
5. Presence of gas or 


fluid 


hernial sac. 


or both in the 
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Physical examination reveals the affected side to be 
less mobile with diminished breath sounds over the 
lower chest; intestinal gas signs are higher than normal 
and there is displacement of the heart with normal 
cardiac sounds. These findings are constant for once 
the viscera go into the sac the negative pressure of 
the chest prevents their reduction. 

Pneumothorax or pneumoperitoneum have been 
used as diagnostic aids but most often the diagnosis 
is made by x-ray. The whole diaphragm must be 
visualized to prove a hernia and/or an eventration. 
Ladd and Gross31 have cautioned against giving any- 
thing but thin barium to a child suspected of having 
diaphragmatic hernia because of the danger of 
aspirating the barium. 

The differential diagnosis between diaphragmatic 
hernia and eventration of the diaphragm is purely 
academic for the care of these patients is identical. 


Treatment 


Operation is certainly the treatment of choice in all 


cases of congenital diaphragmatic hernia and_ in 
symptomatic acquired cases in adults. There have 
been many procedures advanced for the correction 
of these conditions from a phrenic crush to the use 
of wire mesh in the diaphragmatic repair. We feel 
that operation should be done as soon as practical, for 
it is well known that a 48 hour old infant withstands 
surgery better than one ten days old. There are fewer 
adhesions and less intestinal gas in the newborn. 
The abdominal approach in children seems to be 
preferred by most Surgeons but it has its limitations. 
In large hernias and eventrations it is often impossible 


the back 


into the abdominal cavity by an abdominal incision 


to reduce intrathoracic abdominal viscera 
alone unless the negative thoracic pressure is reduced, 
and likewise the viscera cannot be reduced into the 
abdomen by a thoracic approach alone. Our case was 
attempted first by an abdominal incision and then the 
chest was opened in order to reduce the sac. This 
gave fine exposure, easy reduction and fortunately the 
abdominal wall could be closed in all layers. When- 
the forfeited their 
dominal domicile the abdominal cavity wall cannot 


ever herniated viscera have ab- 
be closed without tension, the skin should be under- 
mined and at least this layer closed. The resultant 
hernia can be later repaired. 

Truesdale12 writes that Pierre Du Val in 1913 did 
the first thoracoabdominal approach to diaphragmatic 
hernias. He resected the eighth rib and continued 
the incision down the abdominal wall to the umbilicus. 


Marks!9 in reporting his four cases stressed the 
importance of early operation especially in cases of 
inverted stomachs because of the possibility of ob- 
struction at any time. 


It is superfluous to stress the absolute necessity of 
adequate pre and post operative fluids and medica- 
ments. A polyethylene tube in a foot vein is ideal for 
blood and other fluids and a Levine tube in place 
before operation is most helpful. 
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There is some difference of opinion as to the 
liandling of the phrenic nerve at the operation. Ladd 
and Gross31! advise crushing the nerve in the neck 
before operation whereas Harrington2© with his vast 
experience feels that only those large hernias need to 
have the diaphragm paralyzed by a phrenic crush. He 
points out that a phrenic crush paralyzes the dia- 
phragm for four to six weeks which may be a dis- 
advantage. One of the advantages of a thoracic in- 
cision is the availability of the phrenic. 

One of the most important features in the care of 
infants with congenital defects of the diaphragm is 
the anesthesia. There is some controversary regarding 
the use, advantage, and abuse of the endotracheal 
tube and certainly this should be determined in re- 
gard to the capabilities of the anesthetist and the size 
of the patient and defect. An infant to-and-fro can- 
nister is essential whatever the anesthetic agent. Ladd 
and Gross31 advise the use of cyclopropane with a 
high oxygen mixture and a tight face mask. We were 
able to insert an endotracheal tube without difficulty 
and use cyclopropane throughout. 

There is no specific technique for the repair of 
diaphragmatic hernias. After reduction the defect is 
closed as best possible using the surrounding rim of 
of the 
Obviously the location and the size of the defect will 
dictate the procedure. It is important not to encroach 


muscle and as much sac as is worthwhile. 


on the esophageal hiatus and here a Levine tube in 
the stomach is a fine guide. We were prepared to 
split the thin sac and insert a piece of screen wire 
mesh between the two leaves, providing a serous 
surface on both sides with the mesh between. 


Summary 

A case of diaphragmatic hernia in a 13-month old 
infant is presented. The diaphragmatic defect was 
thought to be through the pleuroperitoneal hiatus, or 
Forainen of Bochdalek and the viscera were covered 
by a thin sac. This is apparently a most unusual 
finding, based on Harrington’s experience. Eventra- 
tions of the diaphragm are discussed also in order to 
differentiate the conditions and prove—if possible— 
the correct assumption of our case. 
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Safeguards and Pitfalls in Treating Injuries 
of the Upper Extremity* 


Grorce R. Dawson, Jr., M. D. 


The purpose of this paper is to point out the main 


pitfalls which frequently occur in injuries of the upper 


extremity and to discuss some of the safeguards to 


prevent these pitfalls. 


STIFFNESS OF FINGERS 
By far the greatest disability following injuries to 


the hand and wrist is “stiffness of the fingers.” I have 


seen a workman whose fingers became so stiff follow- 


ing immobilization of a Colles fracture on a board 


sp 


lint, that he never worked again. The gravity of 


this disaster can not be over-emphasized. Permanent 


*Presented at Sumter County Medical Society, August 29, 


1952. 


stiffness of the 


fingers is most crippling. This 


catastrophic complication can be prevented by two 


simple measures: 


First, by elimination of excessive or improper splint- 


ing. Never splint a finger in extension as is often done 


by 


strapping to a tongue depressor. Generally, the 


fingers and hand should be splinted in the position 


the hand assumes in grasping a tumbler. 


Second, by actively exercising every joint which 


does not need to be immobilized from the first day of 
injury. Immobilization in wrist fractures should not 
interfere with finger motion in any way. The strip 
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of plaster in the palm should not extend beyond the 
mid palmar crease. From the first day, full bending 
and straightening of every finger should be practiced 
every hour for five minutes. Now the patient may not 
do this of his own accord. He _ instinctively guards 
against any harmful movement. He must be seen daily 
and encouraged, instructed, and possibly even bullied 
into moving all the finger joints. This finger exercise 
does more than just prevent finger stiffness—it actually 
prevents stiffness of the wrist. 
METACARPALS 

You may do more harm than good binding the 
fingers with a bandage in the palm. The metacarpals 
are anchored to each other rather like the ribs are 
anchored to each other. A simple cast leaving all the 
finger joints free including the MP joints is all that 
is usually necessary. 


WRIS1 


In a Colles fracture, accurate reduction is greatly 
desired. Acute flexion of the wrist is not justified to 
maintain this accurately, as in acute flexion the fingers 
cannot be fully flexed. (Try it on your own wrist). 

Next to stiffness of the fingers following a wrist 
fracture, I see stiffness and pain of the shoulder as a 
painful complication, especially is this true of older 
women. To avoid this, the shoulder should be moved 
from the first day every hour, especially in the ex- 
tremes of internal and external rotation; ie, the hand 
should be put behind the head and then behind the 
back. 

There are three main injuries of the carpal bones: 

1) Fracture of the navicular. 
2) Dislocation of the lunate. 
3), Perilunar dislocation of the capitate. 

All of these injuries have not infrequently been 
overlooked. If the wrist is lame and sore, and the 
\-ray is negative, splint the wrist in a slight cock up 
position. After three weeks, remove the plaster and 
re-x-ray. Not infrequently, a fracture line can now be 
seen in the navicula which could not be seen in the 
initial x-ray. A navicular fracture should be im- 
mobilized by a plaster cast until there is x-ray evidence 
of bony union. The cast extends from the upper fore- 
arm to the middle of the thumb. This may take several 
months. 

Overlooking a dislocation of the lunate or a peri- 
lunar dislocation of the carpus can easily be avoided 
by taking AP and lateral x-rays of each wrist and 
comparing them. 


FOREARM 


In fractures of both bones of the forearm, the elbow 
should be immobilized as well as the wrist. A short 
forearm splint may be worse than no splint at all. 
Remember, a forearm fracture is the most likely frac- 
ture to bow, especially in children who do not use a 
sling. The bowing is usually toward the extensor side. 
X-ray or either bivalving the cast at the end of a fort- 
night will show if bowing is present. If bowing is pres- 


ent it can easily be corrected and a new cast applied. 


This bowing is far more embarrassing than disabling 


The parent sees the arm as crooked and becomes ex- 
cited. 

Monteggio’s fracture: If there is a fracture of the 
upper and mid third of the ulna, be sure not to over- 
look a dislocation of the head of the radius—the 
Monteggio’s fracture. The dislocation must be solved 
by closed or open reduction. 


ELBOW 

A supracondylar fracture of the humerus results in 
quicker and more swelling than any other fracture. 
he sooner reduction is done, the easier it is. In re- 
duction, traction is the most important part of the 
manipulation. Do not force the elbow into flexion un- 
less traction is maintained. Flexion without traction 
will not reduce the displacement and it might damage 
the vessels or nerves in front of the joint. 

The supracondylar fracture is the most notorious of 
everyday fractures. It is wise to warn the parents that 
complete extension of the elbow may be a long time 
in coming about. In fact, some permanent flexion 
contracture mav_ result. This residual flexion con- 
tracture is not disabling. I have seen a Southpaw with 
a flexion contracture of the elbow of 30 degrees lead 
a Class “B” baseball club in pitching. 

FORCEFUL STRETCHING 

It is now thought that carrying a bucket of sand 
or hanging from an overhead bar will not speed up 
the process of bringing a flexed elbow into extension; 
indeed, it may undermine this process by re-injury 
edema, and fibrosis. I am not quite sure the old 
methods are altogether as evil in all cases as the new 
thought supposes them to be. 

SHAFT OF THE HUMERUS 

A hanging cast can be used to treat a large number 
of shaft fractures. After a few days gravity exercises 
can be started by resting the sound hand on a table 
and leaning the trunk forward and gently swinging 


the cast by moving the body. This prevents the 


shoulder from becoming stiff. 
COMPOUND WOUNDS 


The sooner a compound wound is cleaned up and 
closed, the less likely infection is to occur. For years, 
I have used normal saline only to irrigate and cleanse 
the ordinary wound. If grease is ground into the 
wound, ether may also be used. Debriding takes the 
greatest amount of time in very dirty wounds as each 
little particle of dirt may actually have to be “cut out” 
with the scalpel. If thorough debridment is done, and 
the wound is sealed early, the wound should be 
sutured without a drain, splinting preferably with a 
cast. The part should be elevated and an ice cap ap- 
plied. If this regime is carried out and chemo-therapy 
and antibiotics used, the vast majority of compound 
wounds heal per prinum. 

TETANUS TOXOID 

Should be used as well as antitoxin. I have seen 
several cases of tetanus in which the patient had 
antitoxin. Two of these cases were seen in the past 
year—one a few weeks ago. The antitoxin furnished 
only a passive immunity and this for only a short time 
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possibly two or three weeks, and tetanus can develop 
weeks or months later after the antitoxin immunity 
has passed. Often only a booster shot of the tetanus 
toxoid is required as now practically all the children 
and 14,000,000 veterans have been immunized with 
toxoid. 
FINGERS 

A severely crushed and mangled finger which will 
become permanently stiff should be amputated early 
rather than late. The thumb’s function is equal to 
that of all four fingers and no portion of the thumb 
is ever sacrificed if there is a chance of reconstruction. 

In the fingers there is so little margin for post-trau- 
matic swelling that it is often worse to suture the 
finger, as the stitches pull out. It is surprising how 
often a severe laceration of the skin of the fingers falls 
into place and can be held adequately by bandaging. 

FLOUROSCOPY 

It should be used only rarely. The daily tolerance 
dose is about three seconds. Over a hundred surgeons 
have paid a dear price for over-exposure. You can 
get dermatitis, cancer of a finger and loss of your 
fingers. “Beware.” 

TOURNIQUET 

It has been known for over 200 years that a com- 

pletely severed ceases to bleed, 


extremity artery 
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rather 


usually 


quickly. A should be 
abolished from first aid teaching and used by doctors 
with care. A rubber bandage is used to empty the 
limb of blood before the blood pressure cuff is applied 
around the upper arm. It is pumped up to 300 mg of 
Hg then the rubber bandage removed. Do not leave on 
over one hour. Never use an Esmarch rubber tourni- 


tourniquet 


quet about the arm. I have never had any complica- 
tions from using a tourniquet as above described in 
the upper extermity. 
HEALING TIME 

Fractures in the shaft of a long bone as the ulna, 
radius, or humerus may take months instead of weeks 
to heal with bony union. Be guided by the x-rays as 
to when bony union is present. 


CIRCULATION 


If the circulation is impaired, the cast should be 
bivalved and one half should be removed. The pad- 
ding should be split to the skin. Now the half that 
has been removed can be replaced and held by a 
bandage. In some cases, even removing half the cast 
is not sufficient. For example, the great swelling about 
the necessitate lessening of the acute 
flexion by bringing the elbow out toward extension. 


elbow may 
A supracondylar fracture which has been reduced and 
fixed in acute flexion should have the radial pulse 
tested each half hour the first day. 


Surgical Treatment of Mitral Stenosis or 
Mitral Valve Commissurotomy 


A History of Its Development and Its Adaptability to the Sequelae of 


RHEUMATIC 


HEART 


DISEASE 


W. M. Lemmon, B. S., M. D. 
Doctors Hospital 
Philadelphia, Pa.* 


INTRODUCTION 

The need for a paper of this type is evidenced by 
the fact that a complete review of the literature has 
not been published since Cutler and Beck! published 
their report 23 years ago, although Bailey2 review 
Cutler’s report while he published results of his first 
eight cases in 1949. Recently Bland’s3 communication 
on a review of progress for mitral stenosis was pub- 
lished, but yet his article was not entirely com- 
prehensive. SEE TABLE I. 

The role of mitral valve surgery has yet to find its 
proper place. However, more and more surgeons are 
performing upon more and more patients procedures 
lor mitral stenosis. As Graham4 pointed out, the 
pioneer surgeon always gets the “worse possible risks.” 
There is a need for the general practitioner, cardiolo- 
gist, pediatrician and other members of the profession 
to realize that mitral stenosis is a curable disease, that 
the mortality rate of this surgery is not as great as for 
intestinal obstruction, or various carcinomas, such as 


*Presently Interne, Jefferson Medical Colleze Hospital. 





lung, liver, stomach, etc. The family doctor would no 
more the 
urinary tract a medical problem than he would acute 
intestinal obstruction. Both of the above mentioned 
diseases, as well as mitral stenosis, may be cured by 
relief of the mechanical obstruction. 


consider intermittent hydronephrosis of 


From a surgical standpoint, it is evident that the 
patient with mitral stenosis with symptoms should be 
re-evaluated by his attending physician as a possible 
candidate for surgery. 


While reviewing the published article on this sub- 
ject, one is struck by the complete lack of reported 
cases in the pediatric age range. To date, no article 
has reached the literature dealing with this subject. 
BaileyS has operated upon a 4%-year-old child and 
achieved a good result, and to date the patient has had 
no exacerbation or rheumatic activity. 

Recently Bailey, Trace, Lemmon et al. performed 
a tri-cuspid commissurotomy upon a 22 year old white 
female, exactly two weeks mitral 


after a com- 
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STATISTICAL TABLE OF OPERATIONS FOR CHRONIC VALVULAR DISEASE 
UP TO 1929 


TABLE I 


Method or 


Case Author or Operator Date Diagnosis Instrument Results 
1 Doyen 1913 Congenital pul- Tenotome Died, few hours 
monary stenosis; after operation 
patent interven- 
tricular septum 
2 Tuffier 1914 Aortic stenosis Finger Recovery, improved 
dilatation 
3 Cutler and Levine: 5/20/23 Mitral stenosis Penotome Died, 4 years and 
Boston M. & S. J. 6 months after 
188:1023, 1923 operation 
4 Allen and Graham 8/ 7/23 Mitral stenosis Cardioscope Operative death 
5 Cutler, Levine & Beck 10/ 7/23 Mitral stenosis Fenotome Died, 10 hours 
after operation 
6 Cutler, Levine & Beck 1/12/24 Mitral stenosis Penotome Died, 20 hours 
after operation 
7 Cutler, Levine & Beck 2/25/24 Mitral stenosis Cardioval- Died, 6 hours 
vulotome after operation 
8 Cutler, Levine & Beck 6/11/24 Mitral stenosis Cardioval- Died, 3 days 
vulotome after operation 
9 Souttar 5/ 6/25 Mitral stenosis kinger Recovery, living 
and aortic dilatation and improved 
insufficiency 
10 Pribram 11/14/25 Mitral stenosis Cardioval- Died, 6 hours 
and aortic vege- vulotome after operation 
tative endo- 
carditis 
11 Cutler & Beck 12/ 8/26 Mitral stenosis Cardioval- Died, 15 hours 
(first report ) vulotome after operation 
12 Cutler & Beck 4/15/28 = Mitral stenosis Cardioval- Died, 3 hours 
( first report ) vulotome after operation 
TOTALS: 12 cases 2 finger dilatations 


1 aortic stenosis, acquired 
1 pulmonary stenosis, congenital 
10 mitral stenosis, acquired 


missurotomy was performed. The patient left the hos- 
pital greatly improved and in excellent condition. A 
report of this case will appear shortly in the literature. 


HISTORY 


The concept of the relief of the mechanical ob- 
struction of mitral stenosis is not new, but is generally 
attributed to Sir L. Brunton6 of 
article in 1902 provoked an editorial in the subsequent 


England whose 
issue of Lancet.7 This stimulated research of surgery 
1897, Rehn8 
successfully sutured a heart wound. In 1913 Doyen? 


for heart disease. But even earlier, in 
was unsuccessful in the surgical treatment of con- 
genital pulmonary stenosis. The next year Tuffier1© 
successfully dilated a patient with aortic stenosis by 
invagination of the aortic wall. The laboratory efforts 
of Cutler, et al, led to the surgical treatment of seven 
1923 
1928.11, 12 During these years, several others per- 
Allen Graham'3 at- 
tempted by a cardioscope to relieve stenosis of the 
mitral Souttar14 still England, 
dilated a narrowed mitral orifice by his finger, thereby 


patients with mitral stenosis between and 


formed similar attempts. and 


valve. who lives in 


4 tenotome attempts 

5 cardiovalvulotome attempts 

1 cardioscope attempt 
Mortality, 83 per cent 


becoming the first to perform a mitral commissurotomy 
(1925), 


method of Cutler upon a patient with mitral stenosis. 


and in the same year Pribram'!5 used the 


These deserve a deal of 


recognition for their foresight in the treatment of this 


pioneer surgeons great 
problem. The basic contributions, such as incision of 
the leaflet with a knife (4 cases), visualization of a 
valve by a cardioscope (1 case), blind partial excision 
with a cardiovalvultome (5 cases), and digital dila- 
tion (2 cases) have not been improved upon and are 
today the basis of modern surgical technique. Other 
than having poor candidates, these early failures were 
probably due to lack of modern surgical technical 
facilities; chemotherapy, antibiotics and the wonderful 
modern most by all the 


anesthesia, appreciated 


thoracic surgeon. 

After 1928, there was a lull in attempted surgical 
treatment of this disease. Still the wheels of progress 
did not stand still for Powers and his group16, 17, 18, 
19, 20 made many valuable contributions to the ex- 
perimental aspects of heart valve surgery. 


With the advent of the shunting and anastomosing 
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STATISTICAL TABLE OF OPERATIONS FOR CHRONIC VALVULAR DISEASE 
1929 to 1949 


TABLE II 


sase Author or Operator Date Diagnosis Method or Instrument Results _ 
1 Smithy, Boone and Jan. Mitral Cardiovalvultome 2 died after operation; 
Stalworth24 thru stenosis 3 improved; | died 10 
May, 1948 (insufficiency, 1); months post-operative 
' 7 cases : : e 
2 Harken, Ellis, 1948 Mitral Valvuloplasty, 5; Valvuloplasty, 3 improved. 
Ware and Norman34 and 38 and stenosis; shunts thru septal Septal defects, vy, se 
1949 8 cases defects, 1; cardiac improved; cardiac dener- 
denervation, 1. vation, unimproved. 
Total 15 
cases 


period, precipitated by the Blalock-Taussig  pro- 


cedure2t (systemic artery-pulmonary artery anasto- 
mosis), or the Potts22 modification (direct aortic-pul- 
monary artery anastomosis), Sweet and Bland23 in- 
troduced the anastomosis between the pulmonary and 
systemic venuous systems (6 cases), emphasized that 
more than a palliative procedure was necessary in 
various types of heart disease. 


SEE TABLE IL. 


Smithy24 and his associates developed a_trans- 
ventricular approach which he used upon seven pa- 
tients with a mortality rate of 28.6%. Unfortunately, 
Smithy 
could further his work. Prior to this report, Bailey and 


succumbed form aortic stenosis before he 
his group had developed experimentally, a trans- 
auricular approach and on November 15, 1945, used 
it upon a patient. Previously, many workers, Haecker, 


Bernheim, Cushing and Branch, Cutler and Levine 25, 


STATISTICAL TABLE OF OPERATIONS FOR CHRONIC VALVULAR DISEASE 
TABLE Ill 


Case Author or Operator Date Diagnosis 
] Bailey, et al, to approx. Mitral 
( Philadelphia ) May, 1951 _ stenosis; 
165 cases 
2 Harken, et al, Mitral 
( Boston ) stenosis; 


62 cases 


Mitral 


stenosis; 


Brock, et al, 
( London ) 


w 


50 cases 

4 Blalock, et al, Mitral 
( Baltimore ) stenosis; 
30 cases 

5 Longmire, et al, Mitral 
(Los Angeles ) stenosis; 
25 cases 

6 Brantigan, et al, ~~ Mitral 
( Baltimore ) stenosis; 
21 cases 

7 Bland, et al, ; Mitral 
( Boston ) stenosis; 

8 cases 


Method or 


Instrument 


Finger 
dilatation 
and commis- 
surotomy 


Valvulo- 
plasty; 
shunts 
through 
septal 
defects; 
cardiac de- 
nervation 
Finger 
dilatation 
and commis- 
surotomy 
Finger 
dilatation 
and commis- 
surotomy 


Finger 
dilatation 
and commis- 
surotomy 
Finger 
dilatation 
and commis- 
surotomy 
Valvulo- 
plasty or 
valvulotomy 


TOTALS: 


351 cases 


Average mortality 
Average embolism 


Results 


“Majority” 


improved 


“Majority 
improved 


74% 


improved 


86.9% 
improved 


“Most” 
improved 


-15% 


6% 


58.3% 
improved 


i W/ 


improved 


Mortality 


10.3% 


16.0% 


6.6% 


16.0% 


25.0% 


25.0% 


Embolism 
5.4% 


6.4% 


4.0% 


3.3% 


16.0% 


8.3% — 


0% 
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26, 27, 29 had shown that myocardial damage in- 
curred by ventricular approach to the mitral valve, 
resulted in appreciable mortality. It is a well estab- 
lished fact that approach through the auricular ap- 
pendage is the route of choice.30, 31, 32, 34, 35, 

By 1948, great 
strides in the preceding two or three postwar years, 
and being aware of the fifth anomaly that the Blalock- 
Taussig2! procedure added to the tetralogy of Fallot, 


cardiac surgery had made such 


Brock36 conceived and executed a procedure, which 
now bears his name, for direct pulmonary attack for 
by 1949 had 


series of five successful cases. 


pulmonary stenosis, and reported a 
This brings the story of surgery for mitral stenosis 
up to the year of 1950. At this time the cases included: 
Bailey, Glover and O’Neill,37 mitral stenosis, 86; pul- 
monary stenosis-tetralogy of Fallot, 15; Harken, Ellis 
and Norman,38 mitral stenosis, 8; septal defects, 2. 

SEE TABLE III. 

According to Bland,3 in the most recent statistics 
on operations for mitral stenosis (up until May, 1951), 
after contacting had 
been done by Bailey, et al; Harken, et al; Brock, et al; 
Blalock, et al; Longmire, et al; and Bland. But the 
mortality for the 15%-—6% of 


which was due to cerebral embolism. This series is 


seven centers some 352 cases 


entire series w 
a composite report of all cases done up until this date 
by these various groups and they have reported the 
majority of, from 58 to 87% of the patients improved. 
Baileys ct al, recently stated that they have done over 
750 cases, 

PATHOLOGIC: PHYSIOLOG) 

Although the etiology of rheumatic fever is still de- 
bated, mitral stenosis is almost wholly due to re- 
current episodes of this disease. The disease is most 
common in cold climates where crowded living con- 
ditions exist near large bodies of water. The disease 
is more frequent in females than in males3 and has 
and 15 
vears. It has been estimated that in the United States 


alone there are one million cases of 


its highest incidence between the ages of 7 
mitral stenosis, 


one-fourth to one-half of which are candidates for 
surgery. Chin49 has stated that there are an estimated 
quarter-million cases of mitral stenosis in the British 
Isles. 

With each exacerbation of rheumatic fever, residual 
damage results to the mitral valve. This gradual ob- 
struction gives rise to a progressive pattern of 
dyspnea, limited physical activity, cough, hemoptysis, 
eventually congestive heart failure and death. 

The damage of the mitral valve consists of numerous 
1-2 mm. diameter cauliflower-like vegetations in a row 
along the line of closure of the valve and is due to 
fibrinoid degeneration of the collagen material of the 
valve. Healing results in scar tissue and gradual de- 
velopment of thickening fibrosis, narrowing of the 


orifice, and shortening of the valve cone, leaving a 


puckering of the valve orifice. The commissures be- 
come inflexible and marked resistance to the flow of 
blood from the left auricle into the left ventricle re- 
sults with a damning back of the blood into the 
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lesser circulation, thus producing the symptoms of 
this disease. 

As a 
filling the 


this with ventricular 


output is 


result of interference 
diminished but 


pensatory mechanisms attempt to meet the demand, 


cardiac com- 
and over a period of years produces enlargment of the 
left auricle. Eventually high left auricular pressures 
are transmitted throughout the entire pulmonary vascu- 
lar bed and then to the right ventricle. This results 
in chronic pulmonary hypertension with right-sided 
failure as evidenced by hepatomegaly, ascites, peri- 
pheral edema and hemoptysis from rupture of pul- 
monary capillaries. 

According to Wolff and Levine41 in 1941 there was 
a mortality of 66% within three years for patients 


with the syndrome of mitral stenosis with serious 


hemoptysis. 
In the 


failures occurs between the ages of 


congestive 
15 and 30, with 


> 


the average life span thereafter being 4-3 


majority of cases, the onset of 
5-years.2 
These well established figures should underscore the 
that 


, : ; : : : 
evaluation as candidates for surgical intervention. 


point made above these patients deserve re- 


Contraindications 
and 
Indications for Surgery 


It is generally agreed that there are contraindica- 
tions to surgery, and these are: 
Active rheumatic carditis. 


] 

2. Bacterial endocarditis. 
3. Severe aortic valvular disease. 
| 


Mitral regurgitation (relative contraindica- 
tion). 
5. Very large heart (rheumatic destruction of 


myocardium ).5 
6. Intractible heart failure. 
7. Extreme debility. 

A useful working classification of patients suitabl 
for surgery has recently been described by Harken 
ct al,42 as follows: 

Group 1. Benign. A patient with a handicap. Mini- 
mal stenosis and symptoms. 

Group 2. Handicapped (non-progressive ). Moderate 


pulmonary symptoms provoked by unusual physical 
activity. Good surgical treatment is now available for 
this group. 

Group 3. Hazardous (progressive). These patients 
have progressive symptoms as contrasted with. static 
symptoms in Group 2. There is generally an increase 
in frequency, severity and duration of pulmonary 
amounts of 
physical activity. It is urged that these patients be 
given the advantage of surgery for the results in this 


group are dramatic and excellent 


episodes precipitated by diminishing 


There is less than 
8° surgical mortality in this group, in the hands of 
some cardiac surgeons. 

Group 4. Terminal. These patients have the syn- 
drome of chronic congestive failure with ever present 
signs and symptoms, 


and have evi- 


dence of failure of other organs secondary to their 


incapacitation, 
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primary disease and frequently have auricular fibrilla- 


tion. Surgical intervention is justified in this group, 
for without surgery, there is a mortality of 90% . With 
surgery, more than 65% of these patients may be 
But 
in the heart, lungs and liver have occurred. 


saved. unfortunately, irreversible secondary 
( hanges 
Operative mortality is obviously highest in this group. 
Group 5. O'Neill, Glover, and Bailey have recently 
presented a similar classification (J.A.M.A.) but have 
included a 5th group. These latter are essentially in- 
operable cases.37 
Classification of Technique 
A. Palliative. 
1. The Bland-Sweet 
monary vein into azygos vein. (14 cases) This 


anastomosis of inferior pul- 


procedure has been replaced by the direct at- 
tack upon the mitral valve. 


2. Cardiac denervation, Harken.42 This is ob- 
viously experimental therapy. 
3. Interauricular septal defects. Results of this pro- 


cedure proved unsatisfactory in two cases. 
Harken42 
1. Reservoir shunt operation (2. cases).23 The 


simple ligation of the upper division of the right 
inferior pulmonary vein into the azygos vein 
failed to alleviate the patient’s symptoms. Only 
an experiment in physiology. 

B. Curative. 


Finger-fracture commissurotomy. (Harken) It is 
obvious to the writer that although much con- 
tention exists among various quarters as to the 
nomenclature for mitral valve surgery, the lead- 
ing men in this field invariably insert the index 
finger and attempt digital dilation prior to re- 
the 
struments which have thus far been designed. 

(Smithy) This 
method incurred severe ventricular damage and 


sorting to one of many valve-cutting in- 


2. Transventricular valvulotomy. 
a blind approach to the valve. Attempted partial 
valvulectomy resulted in damage to the chordae 
tendinae and papillary muscles with disastrous 
consequences. This method has been abandoned. 
Commissurotomy. (Durant) (Bailey). It is also 


w 


obvious to the contenders in this controversy, 
that digital dilation cannot be used alone in all 
and that a cutting instrument must be 
used to divide the commissures. Various prob- 


cases, 


lems connected with this procedure are dis- 
cussed in detail in the sections which will follow. 
The Technique of Commissurotomy 

Commissurotomy consists of an operative approach 
through the left posterolateral chest wall with the 
patient in the right lateral Entrance is 
through the 4th or 5th interspace. Umbilical tape re- 
tractors are placed around the right innominate artery 


position. 


and left common carotid artery.43 The pericardium 
is incised longitudinally 1 cc. to either side of the 
phrenic nerve. The auricular appendage is easily 
located and is gently palpated for mural thrombus. A 
purse-string suture of heavy braided silk is passed 
at its base and through its 


around the appendage 
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walls. This suture is threaded into a Rumel tourniquet. 
A non-crushing clamp is closed over the base of the 
appendage, and a slit incision is made at the tip of 
the appendage, just wide enough to admit the opera- 
tor’s index finger. Copious physiologic saline, warmed 
to body temperature, is used to irrigate the incision 
throughout the operation as prevention of thrombi 
formation and emboli. The index finger is inserted and 
the valve palpated. (“Really the valve slit is length- 
ened by splitting the commissures”).5 If this is not 
feasible, the operator prepares to use a knife. Two 
gloves are worn on the operator’s right hand. The 
blade of the commissurotomy guillotine knife is in- 
serted between the gloves on the index finger (the tip 
of the outer glove has been removed and an opening 
made at the base of the index finger), and the finger 
is inserted into the left auricle as the clamp is released 
and as the purse-string suture is drawn taut about the 
finger. The knife is protruded through the valve and 
the hook blade engaged on the anterior-lateral com- 
missure. The commissure is divided through the scar 
tissue or calcified material to healthy valve substance. 
Sometimes it is the 
medial commissure in patients with a thick calcified 


necessary to incise posterior- 
valve. This is accomplished by pronating the hand, 
engaging the posterior-medial commissure, and gently 
pressing upon the valve, or by cutting the commissure. 

The and 
purse-string is snugged, while at the same time, the 
non-crushing clamp is re-applied beneath the purse- 


string suture, preventing loss of but a 


instrument hand are withdrawn as the 


few ccs. of 
blood. The cut edge of the appendage is closed with 
an atraumatic continuous suture. 

May we emphasize the point that the umbilical 
tapes the right innominate and left carotid 
arteries, are a new safety precaution against operativ ely 
produced phenomena within the cranial 
vault.43 During the period of intracardiac manipula- 
tion, one of the assistants exerts traction upon these 


about 


embolic 


tapes until, by a slow count, the number 60 is reached 
(60 seconds). 

Theoretically, new emboli would thus be shunted 
into the thoracic and descending aorta or peripheral 
circulation where an embolus would cause less damage 
and where embolectomy could be performed if neces- 
sary. There has been only one such incident in 140 
cases where this technique has been employed.43; 5 
Complications—following and during Commissurotomy 

1. Congestive heart failure. Some of the early 
candidates for surgery were too far gone to withstand 
this major surgical procedure and succumbed during 
the operation or shortly thereofter. By proper selection 
and pre-operative preparation, this complication can 
be avoided. 

2. Emboli. The left auricular appendage much more 
frequently develops a thrombus during, or with auri- 
cular fibrillation, than with normal sinus rhythm. Upon 
palpation of the appendage, the diagnosis of thrombo- 
sis can often be made and action taken to avoid an 
embolus to some distant point by surgical removal of 
the clot, ligation of the appendage, or a combination 
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of the two, or by performing mitral valve surgery via 
the pulmonary vein approach Bailey.S The umbilical 
tapes about the arteries to the brain are mentioned 
again for the sake of completeness. 

3. Arrhythmia. surgical 
fibrillating will have a slightly poorer prognosis from 


Those cases which are 
an embolic standpoint than those who are not fibril- 
lating as under a medical regime. 

Ventricular fibrillation is not a frequent complica- 
tion and occurs more commonly in grade 3, 4, and 5 
(above) patients during operation. Frequently they 
do not respond to any of all the various treatments 
suggested or advocated. 

Auricular fibrillation is no contraindication to mitral 
valve surgery. 

The excellent pre and postoperative care of the 
cardiologist has no doubt reduced mortality from 
these complications. 

4. Cardiac arrest. This complication occurs most 
frequently in grade 4 risks and those with large hearts, 
indicative of chronic irreversible myocardial changes. 
Needless to say, this group may die from anesthesia 
alone. Today it is not uncommon to revive patients 
from this complication by cardiac massage. However, 
it is still the most serious operative complication, and 
such cases carry a guarded prognosis. 

5. Pericardial effusion. All patients reoperated or 
who later came to autopsy following commissurotomy 
have been observed to have some degree of “bread 


and butter” heart. 


6. Pleural effusion. This is probably the most fre- 
quent complication encountered. Water-seal catheter 
drainage is used to minimize the effusions.5 This treat- 
ment still does not prevent effusion. The accepted 
treatment by pleural tap is known to all. 

7. Brachial palsy. Although the patient is in the 
right lateral position for more than an hour, neuro- 
logical involvement of the right upper extremity is 
uncommon. 

8. Causalgia. Some patients undergoing this pro- 
cedure have complaints of pain, burning, and other 
vague complaints referrable to the site of the incision, 
left upper extremity and left side of the thorax for 
some weeks post-operatively. Symptomatic treatment, 
exercise and physiotherapy are indicated for these 
patients. 

9. Personality disturbances. Although these people 
undergo one of the biggest surgical procedures per- 
formed today, it is remarkable how. well they are 
for this 


mentally prepared, largely by themselves, 


surgical manipulation. The writer has not seen any 
reports to the effect that this complication is any 
more frequent in the group of patients under dis- 
cussion than in patients undergoing other major sur- 
gical procedures. 
The Future of Commissurotomy 

It is truly remarkable that before the last five years 

an operation performed only as many times as can be 


counted upon one’s digits has now become so com- 


mon. The surgeons performing this operation have 
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only scratched the surface of the great number of 
people who need and will be benefited by this pro- 
cedure. 

Although the five-year follow-ups have not begun 
to reach the literature, all indications point to the fact 
that this operation is here to stay. Prior to 1949, when 
Bailey and the Hahnemann group had done 21 cases, 
the patient with mitral stenosis could only look for- 
ward to a progressive life of inactivity, bedfastness 
and eventual death. Such early pioneers, who faced 
ridicule, the old 
twentieth 


scorn, in addition to 
Billroth in the late 
century, that the surgeon who attempted to operate 


sarcasm and 


idea, verbalized by 
upon the heart would only engender the wrath and 
scorn of his colleagues, deserve the profession’s great- 
est admiration and esteem. This idea of the sanctity 
of the heart has yet to be fully dispelled. 

It will only be through constant teaching and educa- 
tion that the average physician will accept the fact 
that 


safer, than many operations performed upon well pre- 


intra-cardiac surgery is just as safe as, if not 
pared patients in small hospitals. 

As soon as the most up-to-date treatment of the 
thoracic surgeon, cardiologist, and the anesthesiolo- 
gist filters down into every general surgical operating 
room, this operation will then be performed in practi- 
cally all hospitals. But this writer does not wish to 


minimize the skill, judgment and experience necessary 


for the cardiac surgeon to have, nor the potential 
formidableness of the operation. 
Conclusions 

1. Surgery of the mitral valve is a_ life-saving, 


relatively safe procedure. 

2. The anesthesia of choice is preparation by bar- 
biturates and analgesics in small doses, followed by 
intravenious pentothal, procaine, curare or like sub- 
stance and trachial intubation. Some thoracic surgeons 
prefer O. and ether.45 

3. The approach of choice is through the left auri- 
cular appendage. 

4. The precautionary use of umbilical tapes about 
arteries to the brain probably will lower the incidence 
of cerebral emboli. 

5. Where 
satisfactory, 


valve is 


the 


choice — is 


digital 
the 


splitting of un- 


operation of commis- 
surotomy. 


6. Manual 
mitral surgery is contraindicated. 


rotation or retraction of the heart in 


7. Production of mitral regurgitation should be 
avoided, and the sudden production of a large re- 
gurgitation will lead to a fatality. 

8. Patients 


a very 


with irreversible failure, or who have 
large heart should not be subjected to this 
procedure. 
Summary 

A comprehensive review of existing literature on 
surgery of the mitral valve has been presented. 

By necessity, certain aspects such as anesthesia, th 
roles of the cardiologist, the pediatrician, the radiolo- 
gist and others, have not been fully reviewed and 


evaluated as essential consultants in these operations. 
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The literature today 
thousand 
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TABLE IV 


Bailey, Glover 1951 Mitral 
and O’Neill5 thru stenosis; 

1952 485 cases 
Dexter, L., Harken, et al. 1951 Mitral 

thru stenosis 

1952 100 additional 


cases 


Total 585 cases 


comprises upwards of one 


operations and no doubt many other 


hundreds of smaller series, have not been reported. 
SEE TABLE IV. 


(Appreciation is expressed to Drs. C. P. Bailey and 


Martin Wendkos for guidance and interest in the 


preparation of this paper). 
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Surgery, Temple University School of Medicine, Philadelphia 
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DR. MEREDITH CAMPBELL, author of “Campbell's 
Pediatric Urology” and considered “The Old Master” 
in that specialty, is Professor of Urology at the New 
York University College of Medicine. He is Urologist 
at Belvue Hospital and Consulting Urologist to many 
other New York Hospitals. 


° ° ° to) ° 


GENERAL JAMES P. COONEY, distinguished Army 
Radiologist, was born in Parnell, Indiana in 1903. He 
was graduated from the University of Iowa School of 
Medicine in 1927 and_ served internships and 
residencies in several Army hospitals. He is certified 
by the American Board of Radiology and is now 
stationed at the Walter Reed Army Medical Center, 
Washington. General Cooney is considered to be one 
of the world’s outstanding authorities an atomic bomb 
injuries and treatment. 


— ~ o o oO 


DR. R. H. FLOCKS received his M. D. degree from 
Johns Hopkins and in 1930 and °31 was Resident 
House Officer at the Hospital there. Later, Dr. Flocks 
served a residency in Urology in University Hospitals, 
Iowa City, under Dr. N. G. Alcock. Through gradual 
promotion in the department, he later became Profes- 
sor and Head of the Department of Urology at the 
College of Medicine, The State University of Iowa, 
and Chief Urologist, University Hospitals, Iowa City. 
in 1949. He is a member of the American College of 
Surgeons and the American Urological Association and 
is the author of numerous articles on Urology. Dr. 
Flocks is a recognized authority on malignancies of the 
urinary tract. 


MR. LEO E. BROWN, Executive Assistant to the 
General Manager in charge of Public Relations of the 
American Medical Association, came to Chicago 
following several years as Executive Assistant to the 
Medical Society of the State of Pennsylvania. In the 
latter capacity, he directed the AMA’s National 
Education Campaign in that state. Mr. Brown’s back- 
ground is in Education. Following his graduation 
from the State Teachers’ College of Pennsylvania, he 
spent a number of years in Educational work at differ- 
ent schools and while with the Knoxboro School Sys- 
tem devoted his full-time in teaching health and 
physical education. The high quality of his work with 
the State Medical Association of Pennsylvania at- 
tracted the attention of the AMA and his excellent 
service in the present capacity has fully justified the 
estimate placed in advance upon his capabilities. 


° ° ° o ° 


DR. HAROLD P. McDONALD was graduated from 
Emory University Medical School and after training 
at the Grady Memorial Hospital in Atlanta, became 
associated with Drs. Ballenger and Elder and later 
became a partner in the Ballenger-McDonald Urology 
Clinic, of which he is now Chief. Dr. McDonald is a 
past president of the Georgia Urological Society and 
of the Southeastern Section of the American 
Urological Association and was Chairman of the 
Urology Section of the Southern Medical Association 
in 1952. He is a diplomate of the American Board of 
Urology and the author of several original articles in 
his chosen field. 
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MR. JAMES D. ARRINGTON is a_ native of 
Mississippi. He attended Millsaps College in Jackson, 
and is a graduate of the Jackson School of Law. He 
established the Collins “News-Commercial” of which 
he has been editor and owner since 1931, and is a 
past president of the Mississippi Press Association. He 
was elected Mavor of his home town, Collins, in 1936, 
and served seven consecutive terms until his retire- 
ment last year. Since 1939, “Jimmy” Arrington has 
appeared in over 2000 programs from coast to coast 
and in 1952, his engagements included appearances 
before the California Bankers’ 
Manufacturers’ Association, 


Ulinois 
Educational 


Association, 
Minnesota 
Association and a number of others. 


DR. ROBERT LICH, JR., of Louisville, Kentucky, 
was born in Sutton, Nebraska February 8, 1909. He 
was educated at the University of California and at 
the Long Island College of Medicine where he re- 
ceived his degree of Doctor of Medicine in 1936. He 
holds an M. S. 


Louisville School of Medicine, where he is now Profes- 


in Pathology from the University of 


sor and Chairman of the Section on Urology. Dr. Lich 
is the author of many urological papers and is recog- 
nized as an authority on subjects in this field. 


DR. ROBERT P. GLOVER, of Philadelphia, is a 
native of New York State and was born July 12, 1913. 
He was educated at Wheaton College, in Illinois, and 
the University of Pennsylvania School of Medicine 
1939. He 
interned at Germantown Hospital in Philadelphia and 
served a residency at the Mayo Clinic in General and 


where he received his M. D. degree in 


Thoracic Surgery and did post-graduate work at the 
University of Minnesota. Dr. Glover is a diplomate of 
the American Board of Surgery and the Board of 
Thoracic Surgery. He has numerous hospital affilia- 
tions in Philadelphia, principal among which are that 
of Senior Attending Surgeon at Hahnemann Medical 
College and Hospital and Chief Thoracic Surgeon at 
Episcopal Hospital. Dr. Glover is Clinical Professor of 
Surgery at Temple University School of Medicine, 
and Associate in Surgery at the University of Penn- 
sylvania School of Medicine. 
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A HISTORICAL MEETING 
A meeting which will rank high in the history of 
medicine was held in Washington on March 14, when 
the members of the House of Delegates of the Ameri- 
Medical 


addresses by 


heard 
Robert 
Taft, and Representative Walter Judd. The meeting 
had been called for the 
President’s Reorganization Plan Number One. 


can Association, in special session, 


President Eisenhower, Senator 


purpose of considering the 


The President spoke extemporancously. Beginning 
with the that he had 
bonds with doctors, he went on to say that we must 


statement many philosophic 
jointly oppose steps that lead us to forsake our tradi- 
tion of free enterprise. He maintained that he was 
strenuously opposed to the words “compulsory” and 
that 


present 


“socialize,” and pledged there would be no 


effort on the part of the administration to 
direct the medical profession. 

In concluding, the President indicated that he had 
a condition concerning which he might consult the 
doctors present. “I have a sore wrist and my problem 
is whether I can play golf this afternoon. But I am 
going to try it.” 

Senator Taft outlined the general provisions of th 
Reorganization Plan and gave clear and cogent reasons 
for believing that the Plan—which would establish a 
new department of Government consisting of Welfare, 
Education and Health — would benefit the medical 
profession as well as the country at large. Dr. Judd, 
member of the House of Representatives, endorsed 
the Senator's that though 
this Plan did not fulfill the hopes of the profession, 


views and asserted even 
“a half loaf is better than no loaf at all.” 

Following a short discussion, the House of Dele- 
gates adopted, unanimously, the following recom- 
mendation of the Board of Trustees: 

“The House of Delegates of the American Medical 
Association has for nearly 80 years been on record as 
Health in 
the federal government. The reason for this stand has 
been that the House has felt that health and medicine 
should be their 


dignity and importance in the lives of the American 


favoring an independent Department of 


given a status commensurate with 


people, and that they should be completely divorced 


from any political considerations. 





“The Board of Trustees. after a careful study of the 
policy of the American Medical Association with re- 
spect to the administration of health activities in the 
Executive Branch of the government and after study- 
ing the Reorganization Plan for elevation of the Fed- 
eral Security Agency to cabinet status submitted by 
President Eisenhower to the Congress, finds that Re- 
organization Plan #1 of 1953 provides for a special 
Health Medical 


Affairs. This provision is a step in the right direction 


assistant to the Secertary for and 
which should result in centralized coordination unde1 
t leader in the medical field of the health activities 
of the Health, 


given a special position. The proposed plan, properly 


proposed department. therefore, is 
administered, will permit more effective coordination 
and administration of the health activities of the new 
Department without interference or control by other 
branches. 

Federal 
Agency from an independent agency to the level of 


“Previous attempts to raise the Security 
an Executive Department have been opposed by the 
Association because the plan did not meet these aims 

“Inasmuch as federal health benefits and programs 
are established by the Congress, an administration 
bent on achieving the nationalization of medicine 
cannot reach that goal except with the support of 
Congress. Therefore, an organizational plan through 
which federal health activities are administered, al- 
though important, is not nearly so vital an issue as 
the policies adopted by the Congress of the United 
States. 

“The Board of Trustees recommends that the House 
of Delegates reaffirm its stand in favor of an in- 
dependent Department of Health but that it support 
the Reorganization Plan #1 of 1953 as being a step 
in the right that the Medical 
Association cooperate in making the plan successful 


and that it watch its development with great care and 


direction; American 


interest. 

“It should be understood, however, that the Associa- 
tion reserves the right to make recommendations for 
amendment of the then existing law and to continue 
to press for the establishment of an independent De- 
partment of Health, if the present plan does not, after 
a sufficient length of time for development, result in 
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proper advancement in and protection of health and 
medical science and in their freedom from political 
control.” 


As one who sat through the meeting and then 
looks back upon it, certain observations stand out. 

The historical significance of the occasion. 
President Coolidge addressed an open general 
meeting of the American Medical Association, but 
this is the first time that a President has ad- 
dressed a meeting of the House of Delegates, the 
executive body of the A. M. A. 

The change in atmosphere in Washington. For 
twenty years the doctors have not felt at home in 
Washington. Their advice has not been sought 
and their opinions have been flaunted. Today not 
only the President but the majority leader of the 
Senate extends the hand of friendship and = co- 
operation. 

The President himself. It was the first time 
many of the delegates had seen the man in person 
and heard him speak. What impressed the dele- 
gates the most? From comments heard after the 
meeting, we would say—his bouyant spirit, his 
genial grin, his sense of humor, his political 
philosophy, and his deep sincerity. 


Senator Taft. The Senator has always been a 
friend to the medical profession. An extremely 
busy man, he took the time to appear and to 
explain the details of the Plan. Everyone was 
impressed with his keen insight into the problem 
and with the sound reasons he had for support 
of the program outlined. He gave the medical 
profession full credit for the work which its mem- 
bers had done in heading the fight against social- 
ism. 

Dr. Judd. No member of the House of Repre- 
sentatives is more respected than Representative 
Judd and the profession can be justly proud that 
a doctor of medicine holds this position. 

The Board of Trustees. If there are those who 
still maintain that the American Medical Asso- 
ciation is run by a small group of big brass—this 
meeting dispelled any such illusion. As soon as 
arrangements could be made after the new ad- 
ministration took office, conferences were held 
with the President, with Mrs. Hobby, and with 
leaders in Congress. When it became known that 
a Plan of Reorganization was to be introduced—a 
plan which would involve medicine—the Board of 
Trustees realized that the decision could not be 
made rightly by the Board but must be referred 
to the House of Delegates. The annua! meeting of 
the House in June would have been too late to 
consider the matter. So a special meeting was 
called. At the meeting, all the facts were laid on 
the table and a resolution submitted—a resolution 
which resulted from several hours of study by 
the Legislative Committee first, and then by the 
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Board itself. When the resolution was submitted 
ample opportunity was given for discussion. A 
minor amendment was offered by delegates from 
Texas but this was voted down. Only a few dis- 
sented in the vote on the original resolution and 
a subsequent vote made it unanimous. It was a 
vivid picture of democracy in action. 

The delegates themselves. Members of the 
House of Delegates take their job seriously. Out 
of a total membership of 183, 179 were present for 
the meeting. The ones missing were the delegates 
from Alaska, Puerto Rico, Maine and one of the 
sections. Most of the men came to the meeting 
with open minds. They realized the seriousness of 
the problems before them and were seeking in- 
formation. When they were convinced of the need 
to support the Reorganization Plan they did not 
hesitate to vote for the resolution submitted. They 
realized that in taking this position they were 
also taking a gamble—a gamble on their faith in 
the present administration—but they were con- 
vinced that it was the best course for the profes- 
sion and for the country. 








BLUE CROSS 


Since our Association has a large part to play in 
establishing the South Carolina Hospital Service (Blue 
Cross) Plan, we are justly proud of the annual report 
of its executive director for the year 1952. 

The growth of the Plan has been outstanding. At 
the end of its first year of operation (1947), there 
were 29,898 enrolled in Blue Cross. As of the last 
day of 1952, 210,833 were participants. Over the same 
five year period hospital admissions have increased 
from 1,283 to 24,374, and the total payments to hos- 
pitals from $49,190 to $1,786,208. The cost of 
operating has been falling steadily until now it is 
only 6% of the income. 

In addition to the steady growth, the two outstand- 
ing achievements in 1952 were; the enrollment of 
DuPont employees at the company’s installations in 
Camden and the Savannah River Plant, and the re- 
ception of a first prize award in the Blue Cross—Blue 
Shield Public Relations contest. 

To the Board of Directors of the S. C. Hospital 
Service Plan and to its executive directors we wish to 
express our appreciation for a task well done and our 
hope that Blue Cross will continue to grow and to 
serve the people of our state. 





CARE OF THE PATIENT 

Six years ago the Joint Commission for Improve- 
ment of Care of the Patient was organized, composed 
of six representatives from each of the following or- 
ganizations: The American Medical Association, the 
American Hospital Association, the American Nurses 
Association, and the National League of Nurses. Al- 
though the work of this commission has received scant 
attention from physicians it has done much to dispel 
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misunderstanding and to foster an exchange of ideas 
between the four organizations represented. An ex- 
cellent review of the Commission’s work appeared in 
the J.A.M.A., Mar. 7 (1953) page 824. 

It has been urged, and to this we wish to add our 
voice, that a commission of this type be established 
in each state. Free discussion between representatives 
of our association, the South Carolina Hospital Asso- 
ciation, and the South Carolina Nurses Association to 
discuss problems of mutual interest would be of con- 
is our hope that such a com- 


siderable value. It 


mission will be organized soon. 





MINUTES OF COUNCIL MEETING 
COLUMBIA, S. C. 2-11-53 
Special meeting of the Council was held at the 
Hotel, Columbia, S. C. at 3:30 p. m. 
11, 1953. The meeting was called to order 


Columbia 
February 
by the Chairman, Dr. O. B. Mayer. Members present 
were Drs. Smith, Stokes, Wyatt, Chapman, Crawford, 
Sease, Wilson, Weston, Gressette, Baker, Thackston, 
Bozard and Mr. M. L. Meadors. Also present was Dr. 
Frank Owens, Chairman of the Committee on Military 
Service. 

The minutes of the special meeting of July 14, 1952 
were read and approved 

Dr. Frank Owens, in his capacity as Chairman of 
the Committee on Legislation and Public Policy, re- 
ported to the Council that an amendment to the South 
Carolina Physical Therapists’ Practice Act (Act #790) 
had 


certain physiotherapists not otherwise acceptable to 


been introduced into the Legislature to allow 
qualify under certain specific conditions. He stated 
that the amendment had been written with the ad- 
vice and sanction of the Physiotherapists Association 
and was acceptable to them. Dr. William Weston, Jr. 
moved the approval of the original act (#790) and 
of the proposed amendment as far as physiotherapists 
were concerned. This was duly seconded and passed. 
The Chairman directed the Secretary to notify the 
Chairman of the Committee on Legislation and Pub- 
lic Policy of this action of Council. 

Dr. Owens then spoke of the “Doctor Draft” situa- 
tion in South Carolina and stated that at the present 
time no actual draft had been necessary in this state. 
He further stated that in the very near future physi- 
cians in priority #3 would begin to be called, the 
youngest first. Council was informed that Dr. James 
O’Hear had succeeded Dr. O. B. Chamberlain from 
the First District on the Medical Advisory Committee 
to Selective Service and to the South Carolina State 
Association Committee on Military Service; his ac- 
ceptance of a place on this latter committee was con- 
firmed by Council. 

Dr. Stokes informed the Council that Dr. T’On 
Weston of Marion, S. C. was ill and reported that the 
Councilor from this District, Dr. Cain, had suggested 
that Dr. Samuel Cantey, Jr. of Marion be appointed 
to fill Dr. Weston’s place on the Committee on Mili- 
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tary Service. A motion that Dr. Cantey be appointed 
to this committee as an alternate to Dr. Weston dur- 
ing his illness was duly passed. 

Dr. O. B. 
Council that since its last meeting certain constituant 


Mayer, Chairman, then informed the 


county societies had elected negro physicians to mem- 
bership and that these men were therefore auto- 
matically members of the South Carolina Medical 
Association. There was a general discussion partici- 
pated in by all following which Dr. Thackston moved 
that the Chairman appoint a committee to consider 
procedure as to social functions at the State Associa- 
tion meeting and to report back to Council as they 
saw fit. This motion was seconded by Dr. Weston and 
duly passed. 

Dr. Thackston then gave the Council some informa- 
tion in regard to the World Medical Association and 
his remarks were further commented upon by Dr. 
William Weston, Delegate to the AMA. The matter 
was received as information and it was further moved 
that it be referred to the House of Delegates at its 
meeting in May 1953 with the recommendation that 
this body urge the members of the Association to 
favorable consideration as individual members in the 
World Medical Association. This motion was passed. 

Dr. Thackston then reported on a recently ap- 
pointed committee to study the care of the indigent 
in the state but no action was taken on this matter. 


The Secretary then reported tha the had received a 
letter from Dr. Roderick MacDonald, Secretary-Treas- 
urer of the South Carolina Society of Ophthalmology 
and Otolaryngology, requesting space for a professional 
society exhibit at the Columbia Meeting. This matter 
was referred to the Program Committee and to Mr. 
M. L. Meadors. 

The Secretary then reported at some length on 
various matters which had come to his attention since 
the previous meeting of Council: 

The attention of Nine 
Point Program of Dr. Louis H. Bauer, President of 
the AMA, which had recently appeared in the Journal 


Council was called to the 


and was directed to all physicians and all component 
societies; A motion was made by Dr. Weston to en- 
dorse this program in its entirety and to refer the 
matters to the House of Delegates for their favorable 
consideration. This motion was passed. 


The request of Dr. Louis A. 
relative to improvements in the principles of medical 


Buie for suggestions 


ethics in the AMA was received as information with- 
out action. 


The Council was interested in the report from Dr. 
Lull that there were 1032 members of the S. C. medi- 
cal Association enrolled as active members of the 
AMA. The Chairman called the attention of Council 
to the fact that this 


should the membership fall below 


borderline, and 
1000 we would 
thereafter be only entitled to one representative in 
Delegates in the AMA. Mr. M. L. 
Meadors also spoke on this but no action was taken. 


number was 


the House of 
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A letter from Dr. Aubrey D. Gates, Field Director 
of the Council on Rural Health of the AMA was read 
suggesting the meeting of a group of lay leaders to- 
gether with a group of physicians to discuss matters 
pertaining to rural health. Mr. M. L. Meadors stated 
that a definite meeting had been set for April 8, 1953 
in Columbia, S. C., to which all members of Council 
would be invited, the expenses to be borne by the 
AMA. Approval of this plan was then given by a 
unanimous vote’ of Council. 

The Secretary pointed out that there was no place- 
ment bureau in the state, to which physicians looking 
for a location in S$. C. could come for information and 
to which communities seeking medical services could 
likewise apply. The Secretary further suggested that 
this service be established as part of the work of the 
office of the Secretary and Council gave full approval 
to this proposal, and promised full cooperation. The 
Chairman then directed the Secretary to add this to 
his regular duties of office. 

The Secretary reported that he had attended the 
meeting of the AMA in Denver during the early part 
of December 1952 and suggested: (a) The establish- 
ment of an active state committee on Public Relations; 
(b) The possibility of sponsoring a meeting for doc- 
tor’s secretaries, nurses and receptionists in order to 
give them some idea of the value of good public re- 
lations in their work, to teach them something of the 
intricacies of Blue Cross and Blue Shield and other 
medical and hospital insurance, and perhaps to give 
instruction in the filling in of some of the other many 
blanks which they are called to make out for their 
physician employers; (c) The establishment of com- 
mittees studying emergency services for different com- 
munities and of the necessity of adequate greivence 
committees. No action was taken on these suggestions 
but they were received as information. 


The recommendation of Dr. Louis Bauer, adopted 
by the House of Delegates of the AMA in December 
1952 were then presented to Council and a motion 
was made giving them the complete endorsement of 
Council and referring them to the House of Delegates 
at the annual meeting in May 1953. This motion was 
passed. 

A letter from Dr. Lull was then presented calling 
attention to the fact that in some areas it was custom- 
ary for physicians to watch for statements unfavorable 
to medicine in editorials and speeches and as soon as 
the designated physician learned of the remark he was 
to seek the person responsible and make attempts to 
impart truthful information. The Board of Trustees 
of the AMA had approved this idea and thought that 
it could be implimented with success at the local 
level. This matter was referred to the House of Dele- 
gates at the May meeting. 

The Sec retary then made the following specific 
recommendations: (1) That Council recommend to 
the House of Delegates that alternate delegates to the 
AMA be elected each vear; this matter was referred 
to the House of Delegates. (2) That Council consider 
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a limited but definite expense allowance to the Dele- 
gates to the AMA for entertainment; no action was 
taken on this matter but was held over for further 
consideration by Council. (3) That should Dr. Walter 
Martin of Norfolk be elevated to the Presidency of the 
AMA, leaving a vacancy from the southeast on the 
Board of Trustees, and should Dr. Julian Price be 
suggested to fill this vacancy, that Council authorize 
the Secretary to write whatever letters that may seem 
desirable for the promotion of Dr. Price’s election to 
the Board of Trustees; this was authorized by Council. 


Mr. M. L. Meadors, Executive Secretary, then pre- 
sented a number of items for the consideration of 
Council; he first called attention to the letter written 
to each member of Council in regard to the permanent 
improvements bill, which specifically included im- 
provements at the Medical College, and stated that 
this matter had successfully passed the House of 
Representatives in the State Legislature and had gone 
to the Senate. He read a letter from the Governor 
thanking him and the physicians for their part in this 
work. 

Mr. Meadors then called attention to Bill #1023, 
to recodify the law in regard to Narcotic Drugs. The 
sections of the bill pertaining to physicians was read, 
after which followed some discussion in which it was 
brought out that this was largely a reduplication of 
federal law. Dr. Wyatt then. moved that Council dis- 
approve of the passage of this bill, since it is largely 
a reduplication of the federal law, and the Council 
further urged the Senate to defer action on it. This 
was seconded by Dr. Crawford and passed. 


Mr. Meadors then brought up the question of 
fraternal delegates to the annual meeting of the State 
Medical Associations in North Carolina and Georgia 
and on due motion the President of the South Caro- 
lina Medical Association was authorized to make 
appointments for these positions and to notify the 
Executive Secretary and the appointees to this effect. 


The Executive Secretary then brought up the ques- 
tion of Naturopathic practice in the state and sug- 
gested the possibility of the office of the Attorney 
General investigating the qualifications of the schools 
from which these practitioners eminate. No action was 
taken by Council on this matter. 


The Executive Secretary reported that he had had 
considerable correspondence in regard to group dis- 
ability insurance, retirement insurance and life insur- 
ance, but that it would take some time to present these 
matters; he was directed to give the members of 
Council whatever information he could and discussion 
of this matter was deferred until another meeting. 

Dr. Thackston then reported to Council of the plans 
for the State Association meeting to be held in Colum- 
bia, May 5, 6, 7, 1953 and elaborated on the proposed 
program. This was received as information. 

Dr. Crawford informed Council that the office of 
the Executive Secretary had been of considerable help 
to the Medical College Alumni Association in getting 
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out letters soliciting funds, and stated that the cost 
of this was a little over $200. It was moved that this 
cost be paid by the Treasurer of the Association and 


This 


absorbed in the expenses of the Association. 


motion was passed. 


Dr. Wyatt then suggested that some recognition be 
given to Mr. James Self for his outstanding contribu- 
tion to medicine in South Carolina. It was moved that 
a committee be appointed by the Chairman to take 
under advisement the consideration of some award, 
to be presented at the meeting of the House of Dele- 
gates, and to make this an annual award to some out- 
standing layman for his contribution to medicine in 
the state. This motion was passed. 


Dr. Mayer then read a letter from Dr. Whitten of 
the Training School for the Feebleminded in Clinton 
stating that he had been unable to obtain the services 
of any but a D. P. physician, who was now helping 
him in his professional work at this institution. This 
matter was received as information. 


There was no further business and Council ad- 


journed at 7:20 p. m. 
Respectfully submitted 


Robert Wilson, M. D. 
Secretary 





SELECTIVE SERVICE 


From recent bulletins, it would appear that it would 
be wise for those Priority 3 men under 36 years of 
age, who are acceptable and available, to put their 
house in order in anticipation of a call to service. 

A recent bulletin has this to say, “Each State Direc- 
tor of Selective Service is requested to expedite the 
physical examination of physicians and dentists classi- 
fied in Class 1A or LAO who are in Priority 1, 2, or 3 
and have not been examined. It is requested that both 
immediate and follow-up action be taken to secure 
the results of the physical examination from the Armed 
Forces Examiners Station of physicians and dentists 
who are in Priority 1, 2, or 3.” 

While it still remains the policy of the Armed 
Forces to call up Priority 1, and 2 men before Priority 
3 men are called up, this refers to reserve officers. 
There still remain about 20 reserve officers in Priority 
1 and 2 in this state to be called up before Priority 3 
men will be reached. However, there are no Priority 
1 or 2 men available for draft call, therefore, the 
Selective Service is going into Priority 3 men to fill 
the draft quota. 


It would be advisable for those Priority 3 men under 
36 years of age, who are available and acceptable, to 
apply for a commission. 


Frank C. Owens, M. D.. Chairman 


S. C. Medical Advisory Committee 
to Selective Service 


THE JOURNAL OF THE SOUTH CAROLINA MEDICAL ASSOCIATION 





April, 1953 


A. M. A. NEWS NOTES 


CURRENT AMA POLICY ON DOCTOR DRAFT 
LEGISLATION 


Representatives of the American Medical Association 
met in Washington last month to review the new 
“doctor draft” bill which the Department of Defense 
will present to Congress. The AMA policy and _ posi- 
tion on any extension or revision of the law was pre- 
Department of Defense 
corporated in the following points: 


sented to the and is in- 

(1) Any proposed legislation should specifically ex- 
tend the primary obligation of physicians now classi- 
fied in priorities 1 and 2 who are not called into serv- 
ice before July 1, 1953. 

(2) An amendment should be suggested to the 
Selective Act would obligate 
physicians covered by the basic Act for military serv- 


basic Service which 


ice without permitting deferments because of de- 


pendency or marital status. 

(3) The Association should advocate adoption of 
legislation to provide for the recognition of military 
service since Sept. 1, 
allies of the U. S. 

(4) The 


50; obligation to serve, age 51—should be preserved. 


1939, with countries which were 


present maximum age—registration, age 

(5) The present law should be amended to requir 
registration of physicians, under age 50, who do not 
have reserve commissions in the armed services medi- 


cal corps. 


(6) Physicians who have not served since Sept. 16, 
1940, should be called according to age—youngest 
first—after 
priorities 1 


men physicians currently classified in 


5 


and 2 have been called up or deferred 


for reasons of essentiality or physical disability. 

(7) Physicians with military service since Sept. 16, 
1940, should be called according to past service—those 
with the least amount of service first—after physicians 
currently classified in priorities 1, 2 and 3 are called 
up or deferred for easons of essentiality or physical 
disability. 

(8) No distinction should be made between serv- 
ice in World War II and service since June, 1950. 


(9) The present concept of deferring physicians 
regardless of their priority classification if they are 
essential to the health, interest 


national safety or 


should be continued. 

(10) Legislative authority to establish national and 
state medical advisory committees to the Selective 
Service System should be continued. 

(11) Any extension of the doctor draft law should 
be limited to one year. 

(12) In an effort to equitable 
utilization of medical manpower by the armed serv- 


insure a more 
ices, the Association recommends the establishment of 
a new position as Assistant Secretary of Defense for 
Health Affairs. It appears that the proper way to pro- 
vide for this would be by an amendment to the Na- 
tional Security Act of 1947, as amended. 
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It was also recommended that a lesser period of 
service be established for those physicians who had 
at least 12 months of prior military duty since Sept. 


16, 1940. 


DR. McCORMICK’S INAUGURAL TO BE BROAD- 
CAST NATIONWIDE 


The presidential inaugural address of Dr. Edward 
J. McCormick will be broadcast nationwide on Tues- 
day evening, June 2. The program will originate from 
the Commodore Hotel, New York, during the AMA’s 
102nd 
ceremony, a reception honoring the new president 


annual meeting. Immediately following the 


will be held in an adjoining ballroom. 
DOCTORS HELP SUPPORT MEDICAL SCHOOLS 


Nearly 37,000 physicians contributed more than 
$3,150,000 in direct support of medical education last 
year. This total, however, does not include amounts 
given for buildings, endowments, scholarships, _re- 
search and other special purposes. Dr. Donald G. 
Anderson, secretary of the AMA’s Council on Medical 
Education and Hospitals, announced that reports from 
76 of the country’s 79 medical schools indicate that 
more than 29,000 doctors gave $2,258,534 directly 
for teaching budgets. 

The American Medical Education Foundation 
raised $906,553 of the total from more than 7,000 in- 
dividual contributors. The AMEF’s 1953 fund-raising 
drive has been launched with a third gift of $500,000 
from the AMA. Since its organization two years ago, 
the Foundation than two million 
dollars from the medical profession for distribution 


has raised more 


“without strings attached” to medical schools. 
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LAST CALL FOR PALACE! 


This June may be your last chance to wander at 
will through New York’s Grand Central Palace! The 
AMA’s scientific and technical exhibitions will be one 
of the last of the “private” meetings to be held there. 
Some time in the fall the Palace will be taken over 
by the U. S. Bureau of Internal Revenue for office 
space. The 1953 Technical Exposition will feature 
displays from more than 350 manufacturing, drug 
and publishing firms, while the Scientific Exhibit will 
present approximately 260 clinical and diagnostic ex- 
hibits. 


PR AID—‘YOUR DOCTOR” FILM 


Tops on the list of 1953 public relations aids for 
is the “Your Doctor” film. Local 
societies are urged to continue its promotion through 


medical societies 
two channels—(1) encourage commercial theaters to 
book the film RKO-Radio (2) 
arrange showings of the 16mm version to all segments 


through Pictures; 


of the community. 


In most areas, a brief announcement of the avail- 
ability of “Your Doctor” will stimulate a continuing 
demand. The 16mm version can be booked in two 
ways. The AMA has arranged for Modern Talking 
Picture Service to handle orders throughout the coun- 
ty. Only charge is for postage and insurance. The 
second booking method is through state and county 
societies. Individual prints may be secured at $70 per 
copy from RKO-Radio Pictures and requests filled by 
society offices. Purchase 16mm prints from Mr. Arthur 
M. Good, RKO-Radio Pictures, 1270 Avenue of the 
Americas, New York, N. Y. 





THE TEN POINT PROGRAM 


M. L. MEADORS., EXECUTIVE SECRETARY AND COUNSEL 





QUARTERLY REPORT OF PRESIDENT 
AND MEDICAL DIRECTOR 

As has been stated by our Executive Director, our 
enrollment has continued to increase satisfactorily, and 
as the Treasurer's report shows, our experience has 
been favoable. However, the increased enrollment has 
brought with it increased problems which bear on 
public relations, satisfaction of subscribers, satisfaction 
of participating physicians, actuarial experience, and 
the number and processing of claims. There have 
occurred rather definite indications that a few in- 
dividual subscribers have joined the Plan with the 
intention and for the purpose of seeking indemnity 
for already needed and planned surgery. When such 
claims are questioned, tempers are likely to flare and 
denials to be made, and when such claims are. dis- 
allowed, the Plan makes an enemy. Unfortunately, in 
a few instances there have been suggestions that 
Participating Physicians have either overlooked the 


exclusive clauses of the subscription agreement bear- 
ing on surgery for pre-existing conditions or have 
actually collaborated with the intended deception. 
Waiting periods, before coverage of pre-existing con- 
ditions and other frequently occurring conditions such 
and 
absolutely essential for actuarial conditions to remain 
healthy, and especially is this true for individual sub- 
scribers and those of small groups. The claims depart- 


as hernia and diseased tonsils pregnancy, are 


ment is alert to detect oversight or frank deception 
on the part of recent subscribers and doubtful cases 
are referred to the Medical turn 
frequently confers with the Director in 
these cases. If the Participating Physicians would re- 
port fully and frankly as to the time of onset or dis- 
covery of conditions where a waiting period might 
apply, they would reduce irritation on the part of sub- 
scribers, protect themselves against unnecessary cor- 
respondence and against non-payment of bills, protect 


Director, who in 


Executive 








110 


their Plan against imposition, and lessen the problems 
of the claims department. 
xX X X 
Because our surplus account has reached such pro- 
portions that we can safely do so, I recommend that 
the Treasurer be instructed to repay the South Caro- 
lina Medical Association the loan of $10,000 extended 
when the Plan was organized. 
xxx 
There have been some expressions of dissatisfaction 
with our medical coverage. This has been caused by 
misunderstanding or lack of understanding, and has 
been directed toward, first, the failure of the $4.00 
per day indemnity to meet total medical fees; second, 
the the $15.00 
demnity to pay full anesthesia charges; and third, the 


failure of maximum anesthesia in- 
exclusion of both surgical fees and cash medical in- 
demnity during any one hospital admission. As under- 
standing becomes more widespread, instances of dis 
satisfaction become less. The fact that we have two 
types of membership agreement, only one of which 
provides anesthetic and medical indemnity, has in- 
creased the confusion. The Executive Director and I 
both hope that before too long, we can withdraw the 
older surgical and obstetrical type of membership. 


In practice, where a case is both medical and sur- 
gical from the beginning, we have allowed the greater 
of the two claims, whether it be the surgical fee or 
medical cash indemnity. Where, in a medical case, a 
surgical complication arises after hospital admission, 
we have allowed the medical cash indemnity up to the 
day of surgery, and then paid the indicated surgical 
fee. However, where surgery is incidental and not for 
a complication of a medical case, the claim for sur- 
gery has been disallowed. 

wks 


There has been some complaint by Participating 
Physicians as to the complexity of the physician’s re- 
report forms. I feel that this is not justified. Although 
our report forms at first may appear to be complicated, 
upon closer inspection, they are really much simpler 
than any commercial company’s report form and than 
most Blue Shield forms. There continues to be a wide- 
spread failure to use the reverse of the form for de- 
tailed explanation of the service performed, to look 
up and report the applicable code numbers, to state 
the regular charge for the service rendered and to 
indicate the income limits of the subscriber. Not only 
would the wider compliance with our request for the 
information indicated save us and the Participating 
Physicians unnecessary correspondence, but it would 
tend in many instances to increase the fee allowed, 
because of more complete information. 
223 


There has reached us little complaint as to in- 
adequacy of the allowed fees. Where there has come 
in such complaint, there have usually been extenuating 
complications or difficulties not adequately reported 
in the original physician's report. 
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There is still some. agitation for the payment of a 
fee for surgical assistance, and I fell that the Central 
keep this 
under advisement and report out a solution when one 


Professional Committee should situation 
is found. 

It appears that we are going to have to require a 
bill for services from non-participating physicians and 
rendered 
How many times we have paid the subscriber more 


from anesthetists for services subscribers. 
than the non-participating surgeon charged, we can- 
not say, but I am sure that it has occurred, and we 
know that we have paid an anesthetist’s fee of $15.00 
and have later learned that the fee actually charged 
was less. 


It is my feeling that when the time comes when we 


can safely do so, that our coverage should be 
broadened to cover, in the order named, surgical 
assistance, deep irradiation therapy, an increased 


anesthetist’s fee up to a maximum of $20.00 and both 
a medical cash indemnity and a surgical service in- 
demnity for medical cases, which also have surgery, 
and for surgical cases requiring medical care, in each 
instance administered by a surgeon and an internist 
or family doctor, respectively. 

Finally, it is my feeling that the Medical Director 
is more than reimbursing the Plan for his costs in 
moneys saved, in serving as consultant to the claims 
clerk, and in attempting to explain misunderstandings 
and to soothe ruffled tempers. 

J. Decherd Cuess 
President and Medical Director 





PRESIDENT’S PLAN ENDORSED BY AMA 


The House of Delegates of the American Medical 
Association, at a special meeting in Washington on 
March 14th, considered and voted unanimously to 
endorse and support a proposal of President Eisen- 
hower for the creation of a new Executive Department. 
Although several special meetings of the House of - 
Delegates have been held during the life of the or- 
ganization, this was the first time such a meeting had 
been held outside of Chicago. It was unique also in 
the fact that this was the first occasion on which the 
House had been addressed by a President of the 
United States. 

A short time previous to the meeting, the Presi- 
dent had sent to Congress a proposed reorganization 
plan under which there will be created The Depart- 
ment of Health, Education and Social Security. The 
new Department will take the place of and discharge 
the functions now exercised by the Federal Security 
Agency and in addition, it is understood, will be in 
charge of the administration of matters pertaining to 
Education on the National level and all matters per- 
taining to Health, with the exception of Medical and 
Health Services in the Armed Forces and in the Vet- 
erans Administration. It will be recalled that Health 
matters under the supervision of the Public Health 
Service already are under the Federal Security Agency 
and elevation of this Agency to the status of a Depart- 
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ment carries with it the activities of the Public Health 
Service. 

Under existing law, reorganization plans proposed 
by the President automatically become effective unless 
they are rejected by two-thirds majority of the actual 
membership of either the House of Representatives, 
or the Senate, within sixty days after being proposed. 
Because of the fact that any action to reject the plan 
would necessarily, therefore, come before June, there 
would not have been opportunity for the House of 
Delegates to act upon it in regular session before the 
Congressional test. 


It is generally understood that Mrs. Oveta Culp 
Hobby, now Federal Security Administrator, is slated 
for the post of Secretary of the proposed new Depart- 
ment of Health, Education and Social Security. Re- 
ports from the President and other officials of the 
American Medical Association on recent conferences 
held with Mrs. Hobby indicate strongly that the pres- 
ent Federal Security Administrator does not share the 
attitude toward the Medical profession and toward 
the AMA which was held by her predecessor in that 
office. It is generally felt that the cause of the free 
practice of medicine and the handling of all matters 
pertaining to Health by Government Agencies, are 
due for disposition in a manner much more in accord- 
ance with the views of the Medical profession from 
this Administration than from the last. 


Throughout its 104-year history, the American Medi- 
cal Association has been in favor of establishment of 
a separate Department of Health in the National 
Government, and has many times expressed its wish 
in that regard and has actively supported such a move. 
As early as 1884, the House of Delegates, at its regu- 
lar session, took definite action toward this end. It has, 
within the past few years, opposed suggestions that 
such a new department combine within its activities, 
those relating to Education and Social Security and as 
late as December 1952 at the interim session in Den- 
ver, the House reiterated its stand in favor of a sepa- 
rate Department of Health. When President Eisen- 
hower made his proposal, the Legislative Committee 
and Board of Trustees considered the matter carefully, 
but the latter did not feel that in view of the long- 
standing position of the organization in favor of the 
separate Department, strictly devoted to matters of 
Health, that it should take the responsibility of acting 
upon this different proposal without direction from 
the House, hence the call for the special meeting on 
March 14th. 

The proposal was presented to the House by Sena- 
tor Taft, who pointed out what he thought to be 
several advantages of the proposed plan over that of 
the separate Department. Dr. Walter Judd, prominent 
physician-member of the House of Representatives, 
likewise spoke in favor of the plan. These addresses 
followed the personal appearance of President Eisen- 


hower who, in a brief series of well-chosen statements, 
expressed the position of his Administration in no 
uncertain terms as definitely and fully opposed to any 
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idea of compulsion in Health Insurance or medical 
practice, and to any form of socialized medicine. His 
appearance and remarks were received enthusiastically 
by his audience who obviously were highly pleased at 
the content and spirit of his remarks, as well they 
might have been. 

Following these addresses, the report of the Board 
of Trustees of the American Medical Association was 
presented, recommending that the House support the 
President’s Plan and endorse the creation of the pro- 
posed Department. After a very brief discussion and 
no actual spirited opposition, the vote came on the 
motion to adopt the recommendation of the Board of 
Trustees. Although there were, at first, a few dissent- 
ing votes, favorable action was made unanimous. The 
President’s plan has since been approved by both the 
House and the Senate, and the new Department is 
expected to be created in the very near future. 





» 


NATIONAL HEALTH COUNCIL 
CONSIDERS REPORT 


The report of the Commission appointed last year 





by President Truman to investigate the Health needs 
of the nation was presented to the annual session of 
the National Health Council meeting at the Roosevelt 
Hotel in New York City on March 18th. The report 
is in five volumes, only four of which are generally 
available and there was little time for study or con- 
sideration of its voluminous contents prior to the meet- 
ing of the Council. 

The findings and recommendations of the Com- 
mission are contained in the first volume and it was 
this portion of the Report to which most of the re- 
marks and discussion were directed. 

On the first morning, March 18th, there was a 
panel discussion before the general session, preceded 
by a detailed account by Dr. Paul V. Magnuson of the 
history and events leading up to his selection and that 
of theother members of the Commission. Dr. Magnuson 
declared that President Truman had summoned him 
from his home near Chicago and had made the pro- 
posal to him in Washington with some insistence that 
he accept the responsibility. He said that he was 
assured at that time, and subsequently, that the naming 
of the other members of the Commission would be 
left entirely to him and would not be affected by 
politics. He further stated that this was carried out 
and that he was not subjected to pressure by the 
White House or otherwise in the selection of the 
others who made up the Commission. They were 
chosen by him, he said, and appointed by the Presi- 
dent. 


Following Dr. Magnuson’s remarks, Mr. Chester I. 
Barnard, Vice Chairman, discussed generally the find- 
ings and the recommendations of the Commission. 
Other members of the Commission present and com- 
posing the panel were Dr. Dean A. Clark, of Boston; 
Dr. Joseph C. Hinsey, Dean, Cornell University Medi- 
cal College; Dr. Russell V. Lee of the Palo Alto Clinic; 
Miss Elizabeth S. Magee, General Secretary of the 
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National Consumers League; Dr. Clarence Poe, Editor 
of The Progressive Farmer, Raleigh, North Carolina; 
Dr. Lowell J. Reed, Vice President, Johns Hopkins; 
Marion W. Sheahan, National 


League tor Nursing. 


Associate Director, 


This observer found the discussion extremely inter- 
esting and informative. The members of the panel 
discussed the various matters, we thought, openly and 
sincerely and were subjected to a great many rather 
pointed questions concerning different phases of the 
report, particularly those with ‘respect to methods sug- 
gested for the payment for medical care, the inter- 
pretation to be placed on the term “comprehensive” 
failure of the 
recommendation 


with medical and 


make 


with regard to existing or other means of voluntary 


in connection care 


Commission to any specific 


Health Insurance. 


Members ot the Commission on the panel insisted 
that although the report did not perhaps specifically 
say so, it was their intention to recommend that exist- 
ing voluntary medical and hospital care plans be en- 
couraged and expanded to the fullest extent of their 
potential and that use of Government funds or ad- 
ministration, in any way, was to be resorted to only 
after making full use of the voluntary methods. Before 
all the sessions closed, it seemed to be admitted by 
some members of the Commission that the wording of 
their recommendation, in this regard, could have been 
made clearer and that some of the criticism leveled at 
the Commission on this score was perhaps justified. It 
was pointed out however, that the Commission had 
a limited time within which to make the 
Report that it 
impossible to make the latter as nearly perfect in the 


been given 


investigation and and was therefore 
expression of the Commission’s views as might have 
been desired. The members of the Commission insisted 
repeatedly that the Report was the work of the Com 
(that is, 


all members of the Commission had had 


mission itself the findings and recommenda- 
that 


an opportunity to and had actually given their per- 


tions ) 
findings and 
at least 


as the same is contained in volume one, was the work 


sonal study and consideration to the 


recommendations and that the result, so far 


of the Commission itself and not the administrative 


staff 


Following the general session on Wednesday morn- 
the that and all of the day 
Thursday were devoted to group discussions 


ing, afternoon of day 
Those 
present divided themselves into five sections consider- 
ing these different phases of Health and Medical Car 


problems: 
Group A—Meeting the Needs for Health Personnel 
Group B—Building Better Health Facilities 


Group C—Organizing Health Services More 
Effectively 
Group D—Paving the Bill for Personal Health Serv- 


1c¢ 


Group E—Fostering Research for Better Health 
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This observer attended chiefly the section on Or- 
ganizing Health Services. Numerous plans and types 
of organizations were preposed and discussed as was 
the philosophy which should underlie any type of 
organization for Health Care. The philosophy, as well 
as the methods to be used, came in for pointed, and 
at times heated discussion, as it became apparent that 
the group included people with decidedly different 
views on the subject. 

In the section on Methods of Payment for Medical 
Care, likewise, very sharp discussions developed from 
time to time and it was in this section, perhaps, that 
the Report and recommendations of the President's 
Commission on the Health Needs of the Nation came 
in for its bitterest criticism, based primarily on the 
subjects referred to above; first, its failure to recom- 
mend and emphasize the voluntary feature of de- 
sirable medical prepayment plans and_ second, its 
recommendation and insistence upon a plan for com- 
prehensive medical care. 

A number of members of the Board of Trustees of 
the American Medical Association, other officers, and 
officials of State Medical 


unong the audience. These did not hesitate to take 


Associations were noted 


part in the discussion and to express forcefully and 
pointedly the views generally held by the profession 


whenever the occasion arose. The American Medical 


Association has been for several years and is now 


listed as one of the supporting member organizations 
of the National Health The latter’s 
within the year, has served to bring 


Council. trend 


past however 
tbout a loss of support by certain organizations such 
as the National Cancer Society and may, it appears, 
result in having the Medical organizations re-examine 
their positions with respect to continued support of 
the organization. The Health Council delegates were 
scheduled to meet in closed session Friday for de- 
velopment of final results and recommendations from 
the meeting 
“DR. BUCK” VISITS OLD FRIENDS 
Dr. “Buck” Pressly, who since his election by AMA 
as the General Practitioner of the year in 1949, has 


had ample opportunity to become accustomed to the 





experience, again held the limelight in Roanoke during 
the recent National Rural Health Conference. It seems 
that “Dr. Buck” spent a good part of his early profes- 
sional baseball career in Roanoke and despite his long 
period of practice of medicine in Due West, his base- 
ball days were not so long ago as to prevent his find- 
ing good friends from those days still in Virginia. 

Dr. Pressly was interviewed in a broadcast over 
one of the radio stations, by Leo E. Brown, Director 
AMA, the 
was interesting and full of the heartwarming personal- 
ity for which “Dr. Buck” is famous. 

On Saturday Roanoke Times” 
ried Dr. Pressly's picture and a story in a two calumn 


of Public Relations for and conversation 


morning, “The car- 


heading on the sports page. We quote below from the 
article by Harold Wimmer, The “Times” Sports Editor 
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“During the fall of 1914, a young man sat down to 
face facts and talk things over with himself. He had 
to make an important decision and was pretty much 
undecided on which direction to turn. However, he 
finally made the decision and baseball lost Buck 
Pressly and the medical profession gained Dr. William 
L. Pressly. 


How far he would have gone in baseball will never 
be known, but he has reached the top in medicine, 
being voted the General Practitioner of the year in 
1949. That is one of the highest honors handed out 
each year by the American Medical Association. 


“Dr. Pressly is in Roanoke, mixing business with 
pleasure. He is attending the AMA National Rural 
Health Conference at Hotel Roanoke and also visit- 
ing with in-laws and old friends. Dr. Pressly married 
the former Elma Lipscomb of Roanoke. 


“Oldtimers who followed the Roanoke Virginia 
League team of 1909 through 1912 will probably find 
it hard to think of Pressly as a doctor. They remember 
him as “Buck”, a flashy first baseman. 


“Dr. Pressly was in the office yesterady, talking 
over old times. He recalls that it wasn’t a question of 
whether he would make good in professional baseball, 
it was a must with him, for he had to pay his way 
through medical school and he chose baseball as a 
vocation. 


“Dr. Pressly received his medical degree from 
Emory University of Atlanta, Ga., in 1912. That same 
summer he was elevated to manager of the Roanoke 
Club. 


“He says his biggest sports thrill came in 1912 
when Roanoke won the Virginia League pennant in 
the season's final series with Petersburg. Roanoke was 
leading and Petersburg close behind in second place. 
Then came the final series, Roanoke needing two wins 
of the four-game set to clinch the pennant. Petersburg 
won two of the first three games but Pressly called on 
Jap Efird to hurl the final game and he kept the 
Petersburg bats quiet. Efird, a Washington and Lee 
graduate, is now dead. 


“Norfolk secured the services of Pressly in 1913 
and he won the pennant that year and the next for 
the Tidewater outfit. 


“Then came a call from Richmond. Pressly was 
offered a contract calling for $5,000 per year if he 
would move in and teach the Richmond boys how to 
win championships. 


“That $5,000 was very tempting but Pressly realized 
that it was time to decide between baseball and 
medicine. 


“The good doctor had reason to think back man: 
times during his first year at Due West. His financial 
balance sheet at the end of the year showed that- he 
had made exactly $750 as a doctor—not a very favor- 
able comparison to the $5,000 turned down as a base- 
ball manager. 
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“However, Pressly proved that he was a better doc- 
tor than baseball player, his name became familiar in 
South Carolina. Highlight of his brilliant career was 
that honor given him in 1949—General Practitioner of 
the year. 

“Asked to name some of the better known baseball 
men of his acquaintance, Dr. Pressly started off with 
Frank Shaughnessy. Shaughnessy played outfield here 
in Roanoke and is now president of the International 
League. 

“Dr. Pressly says that he has never regretted his 
decision to practice medicine. “Baseball has many 
thrills but none compared to the one that comes when 
a doctor administers to some one in need of medical 
care. 





AMA RURAL HEALTH CONFERENCE 


The Eighth National Rural Health Conference, 
sponsored by the American Medical Association, was 
held in Roanoke February 27th and 28th. It was well 
attended by representatives of the Medical profession 
and various farm and allied organizations from all 
over the country. A large map posted near the 
registration desk was designed to indicate the areas 
throughout the country from which there were repre- 
sentatives. The pins: one color for doctors, another for 
laymen, showed that there were people attending the 
conference from as far as the State of Washington and 
other points on the west coast and according to our 
recollection, also from Canada. 

Outstanding leaders in the Agricultural field and 
different phases of community life in rural areas ad- 
dressed the conference and some who were prominent 
in specialized Rural Health Work. 

The purpose of these conferences which during the 
past several years have been sponsored by the AMA 
through its Council on Rural Health, is to encourage 
the cooperation of medical organizations and those of 
various lay groups in the common objective of finding 
and implementing means of improving the condition 
of health and where indicated, those of medical care 
in Rural areas. The Council has long recognized and 
seeks to emphasize the fact that not all of the prob- 
lems of health in Rural areas, as well as elsewhere, is 
directly responsive to medical care alone. Good Health 
is related as well to problems of nutrition, sanitation, 
general living habits and other things. Rural Health 
Conferences have served to bring together the repre- 
sentatives of the various types of activities and present 
to doctors and laymen alike the needs in the various 
fields. 

One of the subjects to which special attention was 
given was the duty and responsibility of the com- 
munity, along with that of the Medical profession, in 
securing the services of physicians in Rural areas 
where sparse population and other conditions tend to 
discourage young doctors from locating. 


The concluding section of the conference on 
Saturday was featured by the luncheon address of Dr. 
Louis H. Bauer, president of the AMA, 
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The conference was attended by Dr. W. L. Pressly, 
Dr. A. W. Browning and M. L. Meadors representing 
South Carolina. 





MEETING ON RURAL HEALTH PLANS 
IN SOUTH CAROLINA 


In cooperation with the Council on Rural Health 
of the AMA and under the leadership of its Field 
Representative, Mr. Aubrey D. Gates, the South Caro- 
lina Medical Association has arranged a luncheon and 
discussion period among representatives of the Medi- 
cal profession and leaders in Farming and Rural Health 
work in the State for Wednesday, April 8th. 


The purpose of the meeting was to afford an op- 


portunity for a general round-table discussion by 
representatives of the groups indicated, of the various 
needs and methods of meeting them for the improve- 
ment of Health and Medical Care in Rural sections of 
the State. Between leaders were 
invited to participate as the guests of the State and 


American Medica! Associations. These included repre- 


fifteen and twenty 


sentatives of the Clemson College Extension Service, 
the Home Agents, South 
Grange and the State Farm Bureau. The procedure 
varies slightly from that of conferences held in the 


Demonstration Carolina 


past. It was believed that the most effective results 
might be accomplished by the informal discussion 
among a small group of leaders, which could develop 


objectives to be submitted later to a larger Conference. 





BIRTHS 





Dr. and Mrs. Earl R. Jones of Florence, announce 
the birth of a son, Charles Earl, on March 1. 


Dr. and Mrs. W. H. Hunter of Greenville, have an- 
nounced the birth of a son, William Harvey, Jr. 


Dr. and Mrs. 


Kenneth Lawrence of Florence, an- 


nounce the birth of a daughter, Janice Gayle, Febru- 
ary 20. 
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NEWS ITEMS 





Dr. Myron G. Howle, formerly of Summerton, has 
moved to Pickens and is associated with Dr. E. Gaines 
Cannon in the practice of general medicine. 





Dr. Ravmond C. Ramage, a native of Alabama, is 
now associated with Dr. John K. Webb of Greenville. 


Dr. and Mrs. James A. McLeod have returned to 
Florence to make their home and where Dr. McLeod 
will resume his practice of medicine. He has served 
the past two years with the Army. 


Dr. Laurence Frederick of Rock Hill, has passed the 
American Board of Surgery and is now a Diplomate 
of that Board. 


Dr. Fred F. Converse, who formerly practiced in 
Mayesville, has returned to the United States after 
serving with the Army Medical Corps in Korea. 


Dr. W. P. Turner of Greenwood was the recipient 
of the Greenwood Rotary Club’s Community Service 
Award, at a recent meeting. Dr. Turner has practiced 
medicine in Greenwood for the past forty-three years. 


Dr. Barney F. Timmons has announced the opening 
of offices in Hartsville for the practice of ophthalmol- 
ogy and otorhinolaryngology. 


Dr. W. S. Fewell, veteran Greenville general prac- 
titioner, has retired from active practice and will de- 
vote full time to his post of Medical Director of the 
Liberty Life Insurance Co. 


Dr. Amos Christie, Professor of Pediatrics at Vander- 
bilt University, was the guest speaker at the March 
meeting of the Greenville County Medical Society. 

The American Goiter Association will meet at the 
Drake Hotel, Chicago, Illinois, May 7, 8, and 9, 1953. 


THE AMERICAN COLLEGE OF ALLERGISTS 


The annual conclave of The American College of 
Allergists will be held this year at the Conrad Hilton 
Hotel in Chicago April 24 to April 29. 

The first four days will be devoted to instruction 
under the tutelage of recognized authorities and the 
last three to a discussion and reporting of recent ad- 
vances in the field of allergy by the investigators 
themselves. For detailed information write The Ameri- 
can College of Allergists, La Salle Medical Building. 
Minneapolis 2, Minnesota. 
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WOMAN’S AUXILIARY 
SOUTH CAROLINA MEDICAL ASSOCIATION 


President: Mrs. W. O. Whetsell, Orangeburg, S. C. 


Publicity Secretary: Mrs. N. D. Ellis, Florence, 8S. C. 





TO ALL OFFICERS AND CHAIRMEN: 


May I urge you to keep account of the expenditures 
of your offiice, whether large or small, and send your 
statement to me not later than April 15th. This will 
be a great accommodation to your finance committee 
and chairman and will assist greatly in establishing a 
permanent file, it will also enable the committee to 
arrange the state budget more efficiently, at the same 
time make it possible for the treasurer to close her 
books at the proper time. 

With thanks for your cooperation, I am 

Sincerely, 
Mrs. J. L. Sanders 
State Finance Chairman 





NURSE RECRUITMENT IN COLUMBIA 


The Woman’s Auxiliary to the Columbia Medical 
Society completed its Nurse Recruitment Week activi- 
ties with a tea and tour of the Columbia Hospital at- 
tended by 100 high school girls of Columbia and 
vicinity. Guests were greeted at the door of the Nurses 
Home by Miss Minier Padgette and Miss Patricia 
Tuttle of Columbia Hospital. In the receiving line 
assisting Mrs. Weston Cook, president of the auxiliary, 
and Mrs. William Morehouse, Nurse Recruitment 
chairman, were: Sister Ursurline, representing the 
Providence Hospital; Miss Lily Harden, Baptist Hos- 


pital; Miss Martha Bradley, State Hospital; Miss Ruby 
Sellars, Columbia Hospital; Mrs: Barbara Newton, 
University School of Nursing; Mrs. Helen De Young 
and Mrs. Eunice Medhurst. 

After registering with Miss Frances Morriston the 
visitors were given small white name cards made in 
the shape of a nurse’s cap. These were presented by 
little Misses Mary Weston age 5 and Mary Frances 
LaBorde age 4 who were dressed in complete nurses’ 
uniform and cap as “Miss Nurse of 1965”. Guests 
were then taken on a complete tour of the hospital 
where the high school girls were accompanied by the 
following student nurses: Misses Helen Matthews, 
Norma Thompson, Raudell Maffett, Barbara LaCasse, 
Patricia Privette, Joe Ann Stokes, Ann Walthall, Peggy 
Stutts, Sarah Stroman, Helen Owens, Verdna Parler, 
Gwendolyn McMillan and Ruth Rhame. 

A beautiful tea table in the drawing room of the 
Nurses’ Home was attractively decorated with crystal 
candelabras and red and white camelias. Mrs. W. P. 
Beckman and Mrs. Roy Smarr served as the decorations 
committee. Other auxiliary members present and 
assisting at the tea as hostesses were, Mrs. Pierre La- 
Borde, Mrs. James M. Timmons, Mrs. J. E. Freed, Mrs. 
Ben Miller, Mrs. W. A. Hart, Mrs. James Williamson, 
Mrs. William Weston, Jr., Mrs. D. S. Asbill, Mrs. R. 
L, Sanders, Mrs. K. M. Lippert, Mrs. J. G. Seastrunk, 
Mrs. E. M. Burn, Mrs. S. B. McLendon, Mrs. L. C. 
Davis, Mrs. Paul Wheeler, and Mrs. Fred Fellers. 
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Inhibition of Excess Parasympathetic 
Stimuli in Peptic Ulcer with Banthine” 


Medical literature now contains more than 
200 references to the beneficial role of Banthine 
Bromide (brand of methantheline bromide) as 
evidenced by a marked healing response of pep- 
tic ulcers. Rapid symptomatic improvement, 
particularly with reference to pain relief, is fol- 
lowed by roentgenographic demonstration of 
crater filling. 

The therapeutic action of the drug in de- 
creasing hypermotility and hyperacidity, to- 
gether with the remarkable early subjective 
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benefit, is indeed a desired approach in ulcer 


management. 

Treatment is individualized to the patient’s 
needs. One or two tablets (50 to 100 mg.) is ad- 
ministered every six hours, around the clock, 
in conjunction with appropriate diet control 
and antacid medication as indicated. 

Banthine is accepted by the Council on 
Pharmacy and Chemistry of the American 
Medical Association. Searle: Research in the 
Service of Medicine. 


Ulcer Facies Composite 
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The President of the United States, Dwight D. Eisenhower, poses for his picture with leaders of American medicine 


just before he addressed a special session of the American Med.cal Association’s House of Delegates at the Hotel Statler, Wash 


ington, D. C., on March 14, 1¢ . Standing, left to right, are Mrs. Oveta Culp Hobby, Washington, D. C., Federal Security 
Administrator . Eisenhower; Dr. E. Vincent Askey, Los Angeles, Vice-Speaker of the AMA House of Delegates; Dr. E. J. 
McCormick, Toledo, President-Elect of the American Medical Association; Dr. Dwight H. Murray, Napa., Chairman of the 
Board, AMA; Dr. Elmer L. Henderson, Louisville, Past President of the AMA and Chairman of the Association's Liaison 


Committee with the Federal Security Agency; and Dr. Louis H. Bauer, Hempstead N. Y., President of the American Medical 
Association. 


Officials and members of the House of Delegates of the American Medica! Association applaud Senator Robert A. 
Taft (R., Ohio) before he begins an address to the group, which held a special session at the Hotel Statler in Washington 
D. C., on Saturday, March 14, 19 Pictured, left to right, are Dr. Elmer L. Henderson, Louisville, Past President of the 
AMA and Chairman of its Liaison Committee with the Fe 1 Security Agency; Dr. E. J. McCormick, Toledo, President 
Elect of the Association; Dr. Dwight H. Murray, Napa, Cali Chairman of the Board, AMA; and Senator Taft. Almost 
hidden behind the Senator are Dr. James L. Reuling, Bayside,N. Y., Speaker of the AMA House of Delegates; and Dr. E. 
Vincent Askey, Los Angeles, Vice-Speaker. 





